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SEVENTH ANNUAL CLINICAL 
AND SCIENTIFIC CONVENTION 
July 20-24 
HOTEL MAYFLOWER 
WASHINGTON, D. C. 


CONVENTION THEME 


“Rehabilitation Integrating Science and Service” 


Program Nearing Completion 
Entertainment Plans Completed 
DR. JOHN WHITEHORN, Psychiatrist-in-Chief, 

Johns Hopkins Hospital, one of the outstanding lead- 
ers in the field of psychoanalysis, psychology and 
neurology, will serve as chairman of this panel dis- 
cussion: 
“Theoretical and Observed Varieties 
of Motivation Toward Recovery” 


Corrective Therapy Clinic 


under the able direction of Dr. A. Ray Dawson, 
Chief, Physical Medicine and Rehabilitation at Rich- 
mond VA Hospital, there will be: 


Daily Demonstrations 


of Corrective Therapy Techniques performed by 
the staff; directed by Mr. Sam Buchart, Chief, Cor- 
rective Therapy. 


Special Tours | 


A program of Special Tours, including 
THE WHITE HOUSE AND MOUNT VERNON 
is being arranged for the ladies. 


Official Leave to be Granted 


Under date of April 21st letters were sent to all VA 
facilties, recommending official leave for all who 
could be spared from duties. 
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REHABILITATION POTENTIALS 
IN SPINAL CORD AND CAUDA EQUINA INJURIES * 


LOUIS B. NEWMAN, M.E., M.D.** 
Chief, Physical Medicine and Rehabilitation Service 


Veterans Administration Hospital 


Hines, Illinois 


What can be done to rehabilitate an individual 
with a spinal cord injury? How can this be done? 
How much time is required? What is needed? These 
are a few of the many questions that are frequently 
asked in regard to the rehabilitation of a person with 
a spinal cord or cauda equina injury. Some of these 
questions are difficult, in fact, impossible at times to 
answer. There are many factors that influence the rate 
and amount of rehabilitation possible. In dealing 
with a disabled person many variables effect the end 
result, It is only through a very careful and complete 
examination and evaluation, guided by experiences in 
rehabilitation, that one can make a good scientific 
prognostication, 

Total rehabilitation leading to maximum useful- 
ness of the individual with a spinal cord injury re- 
quires, to the greatest extent, the integrated and co- 
ordinated contributions of the medical specialists, 
the rehabilitation specialists, as well as all other serv- 
ices, that are available to the patient. The physiatrist, 
neurologist. neurosurgeon, orthopedist, plastic sur- 
geon, urologist, internist, psychiatrist, psychologist, all 
of the personnel in Physical Medicine and Rehabilita- 
tion, the nurse, social service worker, recreational 
technician, dietitian, and others, must operate as a 
closely knitted team. All of the program planning 
should be individualized for the particular disabled 
person to fill his specific needs, physically, mentally, 
psychologically, and vocationally. The hospital plans 
for rehabilitation must include post-hospital planning 
in order to reach the goal of gainful employment 
which can be considered as going to school, on-the-job 
training, being self employed or employed by others. 
Maximum usefulness should be the motto. 

From our experience at Hines" ? with approximate- 
ly 900 patients with spinal cord and cauda equina in- 
juries, it is felt that the following can be considered 
as the important factors influencing the rehabilitation 
potentials. 

1. Motivation of the Patient. 

A motivated patient is a cooperative one. It is the 
responsibility of those in rehabilitation to aid in the 


*Read at the sixth annual Clinical and Scientific Conference of 
the Association for Physical and Mental Rehabilitation, Mil- 
waukee, Wisconsin, July 9, 1952. 

** Associate Professor, Department of Physical Medicine, North- 
western University Medical School, Chicago. 
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motivation of the disabled. The patient should be 
aided in accepting his disability and further to accept 
indicated and prescribed medical and rehabilitation 
activities. 

2. Age and General Health of the Patient. 

We should not expect the same physical accomplish- 
ments from one who is 60 years of age as we would 
from one who is 20 years of age. All things being 
equal, the physical reserve and work capacity usually 
would be less at the older age level. 

3. Type and Extent of the Lesion in the Spinal 
Cord. 

Is the lesion complete or incomplete; anatomic or 
physiologic? Usually there is a greater degree of re- 
habilitation possible when the lesion in the spinal 
cord is incomplete. More recovery is also anticipated 
when the lesion is physiologic instead of anatomic. 

4. Level of the Lesion in the Spinal Cord. 

In most cases activity accomplishments are greater 
the lower the level of the lesion in the spinal cord. 
Further, the time needed for these accomplishments 
is proportionately less. 

5. Elapsed Time from the Onset of Injury to the 
Initiation of Rehabilitation Activities. 

The sooner after the injury rehabilitation is started, 
the better the results and less time needed for their 
achievement. Rehabilitation should start early and 
be continued for a sufficient period of time. 

.6 Genito-Urinary Complications. 

Kidney and bladder infections and calculi definitely 
interfere with the rate and amount of rehabilitation. 
Not only do these complications effect the general 
health of the individual, but are factors in increasing 
the degree and/or frequency of spasms. 

7. Decubitus Ulcers. 

The presence of decubitus ulcers will also effect 
the rate and amount of rehabilitation. These can be 
better prevented than remedied. By increasing our 
knowledge in so far as the proper handling of this 
type of disabled person is concerned, decubitus ulcers 
can and should be prevented or at least decreased in 


number. Their presence has an unfavorable effect 
on spasms. 


8. Spasms. 

In addition to effecting the rate and amount of re- 
habilitation, spasms become very annoying to the 
patient, The institution of physical activities, the 
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elimination of all infections, the removal of renal and 
bladder calculi, the prevention of bladder and bowel 
distention, and the element of time, in many cases, 
have a favorable influence in diminishing the fre- 
quency and severity of spasms. 

9. Pain. 

The degree of pain that may be present will effect 
rehabilitation participation, It appears that in many 
instances either pain decreases in severity and/or the 
patient’s threshold for pain is increased with the 
passing of time, the elimination of infections and 
other complications, and active participation in re- 
habilitation. 

10. Contractures. 

The presence of contractures in muscle groups will 
decrease or prevent the ability to perform essential 
activities and will thereby effect the rate and amount 
of rehabilitation possible. The use of braces for am- 
bulation is often delayed due to existing contractures. 

11. Orthopedic Disabilities. 

Conditions such as fractures, dislocations, and am- 
putations effect the rehabilitation potentials and must 
he treated in order to proceed with prescribed ac- 
tivities. 

12. Nutritional State. 

Anemias, hypoproteinemia, reversal of A/G ratio, 
vitamin and other nutritional deficiencies must be 


corrected for proper patient activity performance. 

Preventive rehabilitation procedures must always 
be instituted, Complications such as contractures, de- 
cubitus ulcers, nutritional deficiencies, etc. are in 
most instances easier to prevent of integrated and co- 
ordinated activities of all concerned than does that of 
a spinal cord injury. The team approach is vital, Ev- 
eryone in Physical Medicine and Rehabilitation 
(Physiatrist, Executive Assistant, Physical, Occupa- 
tional, Corrective, Educational and Manual Arts 
Therapists, Vocational Adviser) contribute toward 
helping the patient with a spinal cord injury per- 
form his self-care and daily living activities and secure 
a degree of dignity, happiness, satisfaction and the 
feeling that he can again become a useful individual 
in his community. 

The problems and scope of rehabilitation are so 
tremendous and far reaching that we must continue 
basic and clinical research to further improve our 
technics in both the diagnosis and treatment of disease 
and injury. 





REFERENCES 

1. Newman, Louis B., Rehabilitation of Patients with Spinal 
Cord Injuries. Archives of Physical Medicine, February, 
1947, Volume XXVIII, pp 85-93. 

2. Pollock, Lewis J. et. al. Management of Residuals of Injuries 
to Spinal Cord and Cauda Equina. The Journal of the 
American Medical Association, August 25, 1951, Volume 146, 
pp 1551-1562. 





NEUROPSYCHIATRIC ASPECTS OF PARAPLEGIA * 


FRANCIS J. MILLEN, M.D. 


Clinical Instructor in Neurology, 


Marquette University School of Medicine, 


Milwaukee, Wisconsin 


Dr. Francis J. Millen: Dean Young, Dr. Abramson, 
ladies and gentlemen: I should like to discuss with 
you this morning some of the fundamental and basic 
concepts we have learned in the study of Neurology, 
as it refers to the traumatic paraplegic; and in Psychia- 
try, in terms of the psychological adjustment or com- 
pensation-adaptation mechanisms present in an in- 
dividual who has received a terrorizing experience, a 
traumatic lesion to his personality. At the risk of be- 
ing repetitive, I will remind you again that we always 
consider the individual as a total personality, as a 
physical organism with a mind, with emotions. We 
have been taught more regularly during the last ten 
years, particularly in psychiatry, to avoid, if possible, 


*Except from talk given as part of the Panel on Paraplegia at 
the Sixth Annual Scientific and Clinical Conference of the 
Association for Physical and Mental Rehabilitation, Milwau- 


kee, Winconsin, July 1952. 
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the dichotomy, or, if you will trichotomy of the per- 
sonality, separating it off into these physical and men- 
tal or emotional areas, Actually, in order to under- 
stand a little more easily some of the effects human 
ills have upon an individual, the human being, it 
is a great deal simpler if we approach, first, the physi- 
cal or organic elements of his disease, then later the 
emotional or psychiatric aspect. 

I am not going to take anything for granted in 
terms of your knowledge of basic neuro-physiology 
because it is a complicated subject. Even those who 
are intimately concerned with it all the time con- 
stantly and everyday find new problems they cannot 
answer. Basically, what happens to an individual when 
he has a transaction or a severance of the spinal 
cord? He is affected in a physical sense in terms of 
separation of a lower part of his body from conscious 
cerebral control. Paraplegia differs from hemiplegia 
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in that in the former, the mind itself, the intellectual] 
resources of the individual are unaffected. Actually, 
his mental grasp, orientation, judgment, and his think- 
ing ability are all intact. In this sense the problem 
with a paraplegic is simpler. In another sense it may 


actually become more severe because he can more 
easily realize his incapacity. What actually happens 
is that these apparent impulses from the lower part 
of the body which ascend to the brain and help the 
individual to orient himself in space, in position, in 


- relationship to the different parts of the body, are 


cut off, dissolved, as it were, from reaching these high- 
er centers of knowledge and of orientation, The des- 
cending impulses arising from the brain, the cortex, 
and the deeper centers, all of which are either excita- 
tory, inhibitory, or regulatory, are cut off from having 
their normal, natural influence on the lower part 
of the body. Naturally, the effect that is going to be 
produced depends, as mentioned previously, upon the 
level of the lesion, whether it is in the cervical cord, 
thoracic cord, or the lumbo-sacral region, the cauda 
equinae, etc, It depends also upon the nature of the 
lesion, For purpose of simplicity, we will remain with 
consideration of the traumatic paraplegic and avoid, 
if anything, any allusions to patients paraplegic be- 
cause of such diseases as poliomyelitis, abscesses of the 
spinal cord, tumor of the spinal cord, etc. There is a 
third factor that complicates the problem, This is the 
associated or complicating diseases, the infection of 
the bladder, decubitii, and the other disorders that 
befall the patient with paraplegia. 

As a result of this cutting off of higher cerebral 
centers, that part of the body controlled by the spinal 
cord at the level and below the level of the lesion 
takes on a more primitive reflex type of activity or 
living. Fortunately, the spinal cord has within itself 
certain automatisms which can persist in spite of the 
lack of cerebral control, The effects of such a lesion 
are felt in an acute sense immediately following the 
injury. Sometimes we use the term which is becoming 
somewhat outmoded, namely, “spinal shock,” in ref- 
erence to this, It was formerly referred to as diaschisis, 
or the interruption entirely of neuronal activity, 
which is usually of a transient period lasting only sev- 
eral hours or days, sometimes weeks, and then fol- 
lowed by the chronic effects. Immediately following 
severance of all activity coming down from the brain, 
there is loss of motor power and complete, flaccid 
paralysis develops. Sensation is interrupted so that 
there is loss of feeling of all modalities of sensation, 
whether it is touch, temperature, pinprick, cotton 
touch, deep position sense, vibratory sense, etc. The 
autonomic activities of the central nervous system, 
such as control of the bladder and bowel and the vaso- 
motor control, are all deeply affected immediately fol- 
lowing the injury. Within the first few weeks or so 
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of such a spinal cord injury, there are remarkable 
changes in the metabolism of the individual, One 
of the greatest contributions in recent years coming 
out of studies made of paraplegics, is the function of 
the spinal cord in relation to metabolism: Its function, 
for example, in control of protein breakdown and 
protein reserve in the body; the blood changes that 
occur immediately following paraplegia producing 
anemia and the like; and disturbances in water bal- 
ance, and the electrolyte balance, Non-protein nitro- 
gen collection in the blood is usually associated with 
renal diseases secondary to the lesion. On the other 
hand, the defect in heat regulation and temperature 
mechanisms and sweating mechanisms and some of 
the peculiar conditions occasionally seen, such as 
gynecomastia or swelling of the breasts, have all been 
linked directly or indirectly to the spinal cord dys- 
function. Of course, the male and female changes with 
sexual impotency, infertility, and menstrual changes 
are well known to you, These are some of the more 
acute effects. 

Later on one sees, as these more primitive patterns 
of reflex activity take over, the advent of spasticity 
and the pseudo-spasms to which reference has been 
made and the development of paraplegia in flexion, 
which is always a trying problem for everyone, Sen- 
sation basically remains the same and is lost, Bladder 
and bowel fortunately have automatic control which 
can develop. Properly treated, every patient with a 
paraplegia should be able to be trained to an auto- 
matic bladder and bowel. In the chronic stage the 
metabolic changes to which I referred, very frequently 
tend to clear up and equalize themselves. Sexual 
changes referred to remain the same. However, the 
peculiar ability of an individual to stimulate, for ex- 
ample, priapism in the male, sometimes enables him 
to enjoy some of the benefits of sexual relationship, 
thus even that more primitive impulse is allowed ac- 
tion, Infections that develop in the urinary tract be- 
come troublesome in the chronic stage. With modern 
treatment, contractures, deformities, etc., fortunately 
are avoided, while the primary problems are those of 
spasticity. I can’t go into all the details of its basis 
or origin, but it is probably best understood in terms 
of the stretch reflex, the element of afferent sensory 
impulses coming in and stimulating the anterior horn 
cells which remain in the spinal cord, and in then 
producing spastic contracture of the muscles. 

The treatment of all these neurologic complications 
I shall leave more or less to the other members of the 
panel and to our discussion period, It can be said 
that there are specific treatments for some of the 
metabolic complications which occur, the endocrine 
disorders, the decubitii, etc. All of you are aware 
of reconditioning and ambulation exercises designed 
to prevent complications, to develop self-care and 
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transportation in the individual. 


From the psychiatric standpoint, what happens to 
the individual who has his back broken? I use that 
term because in psychiatry we have a sort of thinking 
called the organ language concept of the individual. 
An example might help to clearify this idea. We refer, 
for example, to the organ neurosis as expressing deep 
underlying emotional conflict. A patient, for ex- 
ample, comes in with a chronic complaint of stiff neck 
or pain in the neck. Actually, after going into his his- 
tory, we find that he has an uncomfortable situation 
at home or a work situation he does not like, It 
gives him a pain in the neck, That is where he de- 
velops a symptom. His work load is too heavy, He 
just can’t seem to stand it. So he develops a backache. 
Or his boss is such a tough individual that he just 
can’t accept going in to see him in the morning, 
so his job makes him sick at his stomach, In other 
words, these are terms people use in everyday lan- 
guage, and they are transferred by the psychiatric 
patient into an organ symptom. This is the language 
of the neurotic. 

An individual with a broken back has, in fact, lost 
the ability to run away from his problems; to run to- 
wards or in the direction of and pursue his desire; to 
run away from or towards or turn away from the un- 
conscious conflicts, unconscious urges, desires, drives, 
instincts, impulses, all of which are contained within 
him. This makes him a physically incompetent in- 
dividual. It makes him a psychologically insecure, a 
sexually impotent, and a socially inadequate indi- 
vidual at the beginning. These are the things we must 
overcome from the psychiatric standpoint. In every 
individual there is a dynamic psychological reaction 
that occurs 1n response to any situation or event. This 
is understood in terms of the total personality, as I 
indicated before, and understood only in terms of the 
uniqueness of the individual personality. It is dif- 
ferent for every individual. It is easy and reasonable 
to assume that there are no two persons alike in ev- 
ery way, since not everyone has had the same _ back- 
ground, experiences, etc. This dynamic reaction I am 
referring to depends entirely upon the personality 
structure of the individual, What are his fears, his 
hates, his loves, his likes and dislikes, his traits and 
attitudes? How does he act in his interpersonal rela- 
tionships with other people? How mature is he in his 
emotional control of his own anxiety and his own 
hostility? Everyone has within himself a reservoir of 
anxiety, present in him, in fact, according to some 
psychiatrists, at the very time of birth. Life consists 
of learning to handle these anxieties. The mind for- 
tunately has many psychological mechanisms within 
itself to control anxiety. We call these Defense Mech- 
anisms, Some are healthy, useful ones, others by their 
nature create even greater problems. 
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A traumatic incident like a traumatic paraplegia 
renders a patient helpless and renders him unable now 
to control his latent anxieties in the same way he used 
to. So he must deal with his anxieties in new ways. 
To understand the paraplegic, one must consider him 
as a human being with all his hates and aggressions, 
his tensions, fears, and his anxieties. It is important 
to evaluate all his assets and all his liabilities con- 
tained in his personality. The rigidity of his person- 
ality and how strongly his defenses have been devel- 
oped over the years have to be considered in any. 
action a therapist or individual working with a para- 
plegic must take, Anxiety and fears are the primary 
underlying disorders of the personality that occur. 
Later on in the chronic stage of the disease come 
boredom, helplessness, insecurity, dependency, hos- 
pitalitis, even compensation - mindedness. Many ol 
these things and their control depend upon certain 
mechanisms of the mind and emotional system of 
compensating for all the destructive elements of his 
disease. There are many compensatory phenomena 
of common knowledge, For example, the individual 
who cannot walk develops peculiarly wonderful apti- 
tudes with his hands. The patient who cannot see 
develops unusual sensations of hearing and feeling 
and touch, In other words, the loss of one sensibility 
sharpens another. 

There is within the personality compensatory mech- 
anism a peculiar phenomenon termed Acceptance or 
the ability of the individual to accept his disability 
in terms of his entire personality, The meaning, the 
psychic investment, that that individual has made 
upon his body in terms of his mind is the significant 
psychological concept. Motivation inherent in every 
individual has already been referred to and is de- 
pendent upon the patient’s previous personality. 
More important than this, the personality, being a 
dynamic factor, can be retrained. New desires and 
satisfactions can arise out of favorable experiences, 
carefully planned by those persons working with and 
coming into contact with the paraplegic. Unsatisfac- 
tory experiences, on the other hand, can reap an 
even greater harvest of frustrations, resentments, hos- 
tility, and open aggression. These are the reasons for 
careful attention to the basic needs of the injured 
personality and understanding the paraplegics total 
personality. 


To close, a few ideas or suggestions are offered 


-from the psychiatric standpoint of your approach to 


these patients. Keep always in mind that in the in- 
terpersonal relationship of the patient- therapist a 
microcosm is being formed in which the patient 
learns adjustments to new experiences as a changed 
person. As you act toward him, he will learn to react 
toward you. The therapist must be able to stand the 
patient’s hates, his aggressions, and his hostilities, All 
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these unpleasant feelings are within the injured per 
sonality often magnified to large proportions. Yet, 
the patient must be allowed to act out and talk out 
his resentments and hostilities and aggressions within 
limits and with a certain amount of control. Con- 
structive criticism must always be carefully given. 
The sensitive, hurt individual seldom accepts it gra- 
ciously, The paraplegic’s thought must always be 
directed away from his physical disability and toward 
his potentialities. In this way we can help him de- 
velop self-respect and self-reliance. Firm understand- 
ing is the rule and molly-coddling is out, Learn to 
always be realistic in your approach, Always be hon- 


est in answering questions put to you but don’t try 
to answer it too much detail. Refer technical ques- 
tions to the proper persons and so avoid confusion. 
Finally, remember that a cheerful smile and a help- 
ing hand are necessary parts of a therapist in relation 
to a paraplegic but there can be no substitute for 
understanding human nature with firmness and kind- 
ness. The patient therapist must be able to withstand 
open aggression and hostility. He must be mature in 
his own feelings. Then only can be lead the para- 
plegic back along the road of recovery and help in- 
still faith, desire, motivation, and determination in 
this traumatized personality. 





THE PRESCRIPTION OF EXERCISE AND ACTIVITY * 


EVERILL W. FOWLKS, B.A., M.A., M.D. 


Chief, Physical Medicine Rehabilitation Service 
Veterans Administration Hospital, Portland, Ore. 


For many years the severely disabled patient who 
was so unfortunate to have suffered a spinal cord or 
cauda equina injury was a badly neglected individual. 
Lack of proper understanding as to what could be 
salvaged from his damaged goods was the usual cause 
which prompted many a pessimistic physician to con- 
demn him to a slow death in bed by pulmonary or 
renal infections. A few more of the selected or opti- 
mistic physicians were bold enough to place these 
patients in a wheelchair but almost no one thought 
about brace and crutch walking activities or daily 
demands of living. 

Today all of us in rehabilitation activities realize 
that all patients with thoracic and lumbar lesions can 
travel about and meet the daily demands of living by 
the use of braces and crutches if they have the will 
to do so, The etiology of the lesion is only secondary 
in our thinking as the prognosis is dependent upon 
the program of daily activities and exercises designed 
for each individual plus the great determination of 
the patient to walk again. One also must not over- 
look the fact that the therapists are more than “in- 
structors” or “muscle men” but are one of the larg- 
est single motivation factors necessary to spark and 
develop the patient’s determination, 

All severely disabled patients should be carefully 
screened by the physiatrist or physician as to when 
to begin treatment and what types of treatments are 
required, Spinal cord lesion cases must be considered 


*From a panel discussion on Paraplegia delivered before the 
Sixth Annual Convention of the Association for Physical and 


Mental Rehabilitation; Hotel Schroeder, Milwaukee, Wisconsin; 
July 9, 1952. 
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under four distinct phases for rehabilitation: they 
are the neurological, urological, surgical and physical- 
mental rehabilitation. The first three phases are care- 
fully cared for by the physician or specialist in those 
specialties and we in Physical Medicine Rehabili- 
tation are charged with the last phase and thus must 
deal with'the problems of self-care, locomotion, mor- 
ale building and future employment possibilities, 
along with social readjustment. 

Rehabilitation not only should play an essential 
role but the most important single treatment unit 
and should be started as soon as the spinal shock has 
subsided. The only contra-indication to starting a full 
rehabilitation program early, is that of toxicity asso- 
ciated with urinary tract and decubital ulcer infec- 
tions. These cases should be given limited and in- 
telligent procedures to prevent contractures; mus- 
cle atrophy and deconditioning in general so as to 
not delay, but speed the ultimate need, that of maxi- 
mum adjustment and function of the individual and 
his system toward a complete as possible goal of fu- 
ture physical, mental, vocational and social readjust- 
ment to the fullest needs for his future life compati- 
bilities with his disability, 

The physiatrist or physician must therefore care- 
fully and fully plan the patient’s future needs in 
order to write an intelligent prescription of exercises 
and activities so that one activity is conducted in an 
orderly manner until it has been mastered and then 
flows or emerges automatically into the next activity. 
This paramount requirement is often overlooked and ° 
the patient then becomes disappointed because he 
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cannot walk with crutches or braces or use his wheel- 
chair because his bed and mat exercises and activities 
have not completely prepared him for the later ac- 
tivities. Along with this planning comes another nat- 
ural requirement which is the complete need ol 
understanding both normal and abnormal muscle 
physiology. 

Muscle physiology discussion would naturally be- 
come very complicated, long and detailed if we dis- 
cussed it fully in this paper so we will make our re- 
marks brief in order to cover the essential factors. 
A muscle is composed of definite protein elements, 
carbohydrates and minerals, all of which undergo 
certain molecular changes during the phases of rest, 
excitation, contraction and relaxation. The muscle 
metabolism in health and disease thus is not a con- 
stant factor but variable with each individual and 
the amount of activity or the type of activity which 
he is capable of performing. The simple biochem- 
istry of muscle contracture as taught a few years ago 
of its breaking down and rebuilding of the carbo- 
hydrates into simpler or more complex sugars and 
lactic acid is now much more complicated as one 
can easily see from the following chart which A. 
Szent-Gyonggi has so completely and capably pre- 
sented in his textbook, ‘““The Chemistry of Muscular 
Contraction, Second Edition.” 

Rest: Actin / Myosin—ATP! 

Excitation: Actomyosin—ATP!r 

Contraction: Actomyosin—ATPc 

Relaxation: Actomyosin—ATP Actomyosin 

A.D.P./ Phosphate 
Actomyosin—ADP / CP 
Actomyosin—ATP! / C 
Actin / Myosin—ATP! 

In other words, the alteration or combination or 
separation of the muscle proteins, actin and myosin, 
is dependent upon the presence of abundance of ade- 
nosinetriphosphate (which is broken down into ade- 
nosine biphosphate plus phosphate during muscle 
relaxation or re-combined into original ATP to com- 
plete the cycle). We like to consider this in light of 
a more biophysical than chemical re-arrangement of 
molecular structures or compounds in a fully and 
completely reversible manner. 

The next naturally presenting factor to a good 
prescription writing is that of understanding muscle 
functions, One must first consider that the exercise 
or activity must be in keeping with the three basic 
muscle functions; those of power, elasticity and co- 
ordination, Likewise, one must possess a knowledge 
of which muscle or muscle groups require activity and 
which body region or regions are to be exercised. 
Without considering power the ability of a muscle 
to contract may be ignored and its ability to give 
up contraction and yield to stretch may upset the 
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whole scheme of proper timing and cooperation with 
other muscles and thus the appropriate balance ol 
power and elasticity is upset and may result in poor 
coordination. Therapeutic exercises are thus depen- 
dent upon all of these basic functions and the physia- 
trist must be able to decide which one should receive 
the major attention and which ones the minor atten- 
tions, Likewise, the movement from day to day must 
be identical for any given muscle so as to prevent dil- 
ferent muscles from over developing by repetition be- 
cause the dosage has exceeded the present demand for 
the particular function it has to perform. Therapeutic 
exercises employing identical daily functions auto- 
matically must meet the following elements to produce 
identical motions: 

(1) Equality of performance speed 

(2) Complete range of motion 

(3) Carefully timed periods of rest and activity 

(4) Employment of same muscles daily 

(5) Keeping constant ratio between the basic mus- 

cle functions 

(6) Grading of the intensity of the effort involved 

(7) Employment of the same type of contraction; 

that is, isometric, concentric or eccentric. 

The physiatrist must next logically consider the 
pathology encountered in the patient in formulating 
his exercise prescription in order to obey the myo- 
static reflex which is so important to posture and am- 
bulation. Nature has supplied us with muscle spindles 
and their short fiber reflexes in order to keep tonicity 
of our muscles and these spindles occur with much 
greater frequency in the extensor muscle groups which 
are so important to our erect posture. A complete bal- 
ance is necessary between this unit and the long fib- 
ers or voluntary reflex activities if we are to ambulate 
normally. Spinal cord lesions by nature of their path- 
ologies upset this balance and hypertonicity and spasm 
results in the muscles below the lesion level according 
to whether the denervation is complete or partial, The 
prescription must thus take into consideration this 
imbalance in order that proper active and active re- 
sistive exercises be used for further development of 
the normal muscles and passive for the abnormal mus- 
cles for the prevention of contractures, joint restriction 
or deformity and retardation of atrophy to the mini- 
mum rather than maximum, Likewise, one must al- 
ways remember that inactivity, regardless of the cause, 
produces atrophy and favors substitution especially 
if the synergists become stronger or overstretching has 
occurred to reduce muscle power or produce painful 
reactions. 

Having considered the above factors, the physiatrist 
must now formulate his prescription of exercie and 
activities by employing the basic fundamentals need- 
ed in a prescription. He must first consider the need 
of developing muscle power and whether this pow- 
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er needs to be fast moving or slow moving according 
to the mode of ambulation to be used, as well as the 
future occupation the patient is capable of perform- 
ing. He must remember next that endurance develops 
through succession of long periods of exercise and 
that this endurance is developed by the amount of re- 
sistance and gravity applied and the number and 
frequency of the contractions applied. The endurance 
time is favored if fatigue is carefully watched for and 
especially in a pathological muscle where it may be 
greatly reduced to an extremely low level. This re- 
duction of muscle reserve by pathological changes re- 
quires that at first the activities must be as simple as 
possible and the warm-up period be strictly observed. 

The prescription now written will be definite and 
precise as to the region or muscle exercised, the ex- 
act type of exercise required, the type of exercise to be 
given to the whole body or the particular extremity 
or joints involved, the dosage and the optimal load 
which is approximately three-fourths of the maximal 
load. It will therefore outline which muscles are to 
be exercised actively, passively or active-assistive or 
active-resistive, It will further note the need of stretch- 
ing exercises for contractures, reflex relaxation exer- 
cises for the physiological elasticity or contractive 
ability and passive stretching of the denervated muscle 
along with relaxation exercises for the over-active or 
spastic muscles, It will contain the well-known for- 
mula that work plus time equals endurance and thus 
the treatment time will be given, the number of ex- 
ercise or activity periods per day and will specify the 
exact weight and/or resistance or pull to be used. 

Let us now consider a problem case; that of a para- 
plegia. First we must consider if he is to have per- 
manent or partial paralysis, next to prepare and keep 
his extremities ready for braces at all times, next to 
improve and develop his upper extremities and trunk 
muscles by heavy resistive exercises for the manage- 
ment of crutches, the support of his body weight 
which is dead weight below his lesion level and added, 
too, by the weight of his braces, next to prevent con- 
tractures or deformities of the lower extremities while 
the extensors and flexors of the arms are being 
strengthened. Finally, the patient must be prepared 
for the daily demands of living and his return to so- 
ciety as an employable individual. 

The prescription is thus divided into the im- 
mediate aim of employing relaxation exercises, stretch- 
ing of contractures and building up of remaining 
muscles. The ultimate aim comes next and contains 
instructions for preparation for wheelchair activities, 
to be followed by crutch walking and finally meeting 
the daily demands for living which naturally brings 
about the final aim, that of proper coordination and 
work tolerance through the usage of the clinics ol 
Occupational Therapy and Manual Arts Therapy. 
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Writing of such prescription is not enough as it 
must be varied for time to time by re-evaluation of 
the patient and how well he can meet or perform 
the following activities: 

BED ACTIVITIES 

1. Rolling 

A. To right from back and return, (1) Onto 
right side from back. (2) Onto abdomen 
from right side. (3) Onto right side from 
abdomen. (4) Onto back from right side. 

B. To left from back and return. (1) Onto left 
side from back. (2) Onto abdomen from 
left side. (3) Onto left side from abdomen. 
(4) Onto back from left side. 

2. Moving Sideward Without Rolling. 

A. To right. 

B. To left. 

3. Coming to a Sitting Position. 

t. Bending Forward and Return, 

A. Bending forward. (1) To touch knees. (2) 

To touch toes. 
B. Return, 

5. Balancing While Sitting Erect. A. Touching 
dowstretched arms to sides. B. Raising down- 
stretched arms sideward to shoulder level and 
lowering. C, Raising downstretched arms for- 
ward and lowering. D. Raising downstretched 
arms overhead and lowering. 

6. Moving in Sitting Position. A, Forward, B. 

Backward. C, Sideward. 

(1) To right. (2) To left. 

Sitting erect, Legs over Edge of Bed. A. Placing 

hands on thighs. B. Raising downstretched 

arms sideward to shoulder level and lowering. 

C, Raising downstretched arms forward and 

lowering. D. Raising downstretched arms over- 

head and lowering. 
8. Moving Out of Bed and Return. A, From 
bed to wheel chair. B. From wheel chair to bed. 
WHEEL CHAIR ACTIVITIES 
9. Raising Body Out of Wheel chair by Means of 
Arms and Return. 
10. Balancing While Sitting. A. Crossing right leg 
over left and replacing. B. Crossing left leg over 
right and replacing. 
11. Controlling Wheel chair 
A. Raising and lowering footrests. (1) Right 
footrest. (2) Left footrest. 

B. Propelling Wheel chair. (1) Rolling (a) 
Forward, (b) Backward. (2) Pivoting. 

C, Stopping and braking wheel chair with sand- 
bags 


~ 


12. Moving to Chair and Return. A, From wheel 
chair to chair. B, From chair to wheel chair. 
13. Moving to Mat on Floor and Return, A. From 


wheel chair to mat, B. From mat to wheel chair. 
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MAT ACTIVITIES 

14. Rolling. A. To right side. B. To left side. 

15. Coming to a Sitting Position. 

16. Bending Forward and Return. A. Bending for- 
ward. (1) To touch knees, (2) To touch toes. 
B. Return. 

17. Balancing While Sitting Erect. A. Touching 
downstretched arms to sides. B. Raising down- 
stretched arms forward and lowering, D. Rais- 
ing downstretched arms overhead and lowering. 

18. Raising Body off Floor in a Sitting Position 
with Arms and Lowering. 

19. Moving in a Sitting Position. A. Forward. B. 
Backward. C. Sideward. (1) To right. (2) To 
left. 

20. Raising Body off Floor in Face Lying Position 
with Arms and Lowering. 


21. Balancing on Hands and Knees. A. On both 
hands and knees. B. On right hand and knee. 
C. On left hand and knee. 

22. Crawling. A. Forward. B. Backward. C, Side- 
ward. 

STANDING ACTIVITIES WITHOUT 

CRUTCHES 

23. Managing Braces. A. Locking. B. Unlocking. 

24. Coming to a Standing Position and Return. A. 

Getting out of wheel chair. B. Standing at gym 

or Bebinelle parallel bars. 

Walking between Parallel Bars. A. Forward. B. 

Backward. 


no 
vt 


In conclusion I wish to point out that the patient’s 
progress and ultimate goal is no better or no faster 
than that made possible through the exactness and de- 
tailness of the prescription of exercise and activities. 





THE ROLE OF NEUROSURGERY IN REHABILITATION 
OF THE PARAPLEGIC PATIENT « 


C. D. SCHEIBERT, M.D. 
Chief, Neurological Surgery Section 


Interruption of spinal cord function predisposes to 
many complications, some of which are amenable to 
neurosurgical intervention, It is the purpose of this 
paper to discuss several of the more important prob- 
lems of paraplegia and to emphasize the need of close 
contact between the surgeon and therapist in early 
detection of complications to insure speedy rehabili- 
tation. 


The problems of the paraplegic patient responding 
to neurological surgery are spasticity, pain, an im- 
properly functioning bladder, the pressor reflex and 
ureteral reflux with repeated urinary tract infections. 
All of the above conditions are capable of inter- 
rupting and delaying a well-planned program of re- 
habilitation and their presence may first be noted 
by an alert therapist or well-informed patient rather 
than the patient’s physician. 

Spasticity of the muscles of the pelvis and lower 
extremities when severe may make brace ambulation 
impossible as well as interfere with the patient’s self- 
care and routine activities, The resulting withdrawal 
from activity seems only to increase spasticiay and 
favor contracture formation. The spasticity may also 
encourage formation of decubiti or impede their 


*From the Section on Neurological Surgery, Surgical Service, 
Veterans Administration Medical Teaching Group Hospital, 
Memphis 15, Tennessee. 
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treatment to say nothing of the fostering of malnutri- 
tion and draining of the patient’s energy. Munro,’ Free- 
man and Heimburger,? and Macdonald, McKenzie 
and Botterell® are among those who advocate an an- 
terior rhizotomy for relief of spasticity. The resulting 
relief of spasticity, gain in weight, improvement in 
well-being and ease of indicated care for any decubiti 
bring about steady progress toward the patient’s re- 
habilitation goal. Peripheral nerve crushing or cutting 
procedures are indicated only occasionally in special 
instances for relief of isolated spasticity. Total lumbo- 
sacral rhizotomy* may be indicated in those patients 
with spasticity and non-functioning bladders after 
careful pre-operative testing in order to couple relief 
of spasticity with an automatic bladder which can be 
emptied at will by straining, thus increasing social 
adaptability. 

Pain frequently follows spinal cord pathology and 
may be of sharp radicular character in cauda equina 
or nerve root involvement or of a burning and aching 
nature experienced below the level of cord involve- 
ment. Pain of such severity as to interfere with re- 
habilitation or predispose to narcotic addiction must 
be relieved if the patient is to progress. Bilateral 
lateral spinothalamic tractotomy has been found to be 
of definite value in the relief of radicular pain re- 
sulting from injury to the cauda equina.® Experience 
in this clinic also suggests that bilateral lateral spino- 
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thalamic tractotomy in the upper thoracic region is 
instrumental in relieving severe burning pain in most 
of the patients so afflicted. However, in the experience 
of others,® burning pain has not been found to be ef- 
fectively dealt with by spinothalamic tractotomy. Pre- 
frontal lobotomy for relief of pain is certainly contra- 
indicated in a rehabilitation program where motiva- 
tion and the patient’s earnest cooperation are neces- 
sary. Posterior rhizotomy and lumbar sympathectomy 
have been found to be ineffective in dealing with 
pain problems of the paraplegic patient. 

An improperly functioning bladder may result in 
some social withdrawal by the patient or interfere 
with an intensive rehabilitation program. However, 
the intelligent use of tidal drainage and bladder train- 
ing as advocated by Munro’ will usually result in a 
satisfactory bladder situation. When this is not the 
case, it has been found that differential sacral nerve 
blocks with novocain will indicate in which patients 
the bladder can be emptied at will by straining with- 
out incontinence, Such a favorable situation develops 
in approximately 25 per cent of patients undergoing 
sacral block studies. Surgical reduplication of the 
successful sacral block by sacral neurotomy® then re- 
sults in permanent bladder automaticity in approxi- 
mately 60 per cent of the patients selected by sacral 
block studies. Thus the conversion of a non-function- 
ing bladder by sacral neurotomy into a controlled au- 
tomatic bladder facilitates the patient’s progress to- 
ward complete rehabilitation. 

The pressor reflex is a mass automatic reflex which 
may be clinically significant in spinal cord lesions 
above the mid-thoracic level. This is characterized by 
a severe throbbing headache, marked rise in blood 
pressure, profuse sweating usually above the level of 
myelopathy, slow pulse, nasal congestion and short- 
ness of breath. Such symptoms may be elicited by 
stimulation of the legs or saddle area, catheter change 
and enemas. The headache may become somewhat 
chronic and may markedly impair the patient’s par- 
ticipation in an active rehabilitation program. In 
treating this condition Bors and French® have advo- 
cated an extensive posterior rhizotomy including all 
roots below Ty. However, personal experience sug- 
gests that a more simple sacral rhizotomy suffices in 
most cases to eliminate the pressor reflex. One can 
immediately visualize the difficulties in working with 
a patient who has this very troublesome phenomenon, 
relief of which again makes possible the patient’s 
wholehearted cooperation. 

The last complication to be discussed is that of ure- 
teral reflux which may result in repeated urinary tract 


infections, thus temporarily restricting the patient’s 
activity to say nothing of sapping his energy. In such 
a condition there is an incompetent ureterovesical 
junction which allows reflux of urine from the blad- 
der to the kidney. Ureteral reflux on routine cysto- 
gram’? has been found in approximately 23 per cent 
of cases with spinal cord lesions and is a marked threat 
to a smooth course of rehabilitation, If a patient with 
a spastic bladder and ureteral reflux has repeated 
urinary tract infections, it has been found in this clinic 
that a sacral rhizotomy to relax the bladder combined 
with straight catheter drainage will usually result in 
a postoperative course free of urinary tract infection, 
thus speeding the patient in his rehabilitation. 

The above five complications of paraplegia are 
some in which neurological surgery may be of value 
in insuring a speedy course to adequate rehabilitation. 
When such a program is in progress, it is often the 
therapist who is first aware of the patient’s mounting 
difficulties with spasticity or his frequent absence due 
to pain or infection, This places the therapist in a po- 
sition where early detection and close contact with 
the patient’s physician and neurosurgeon can result 
in facilitation of a progressive rehabilitation program. 
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AN ADAPTED BICYCLE HANDLE BAR 


GEORGE V. DEVINS AND DAVID ANDERSON 


: Corrective Therapy Section 
VAH, Long Beach, California 


Therapists who have had experience in using the 
Stationary Bicycle as a therapeutic aid in the treat- 
ment of spastic hemiplegia have observed patients 
with severe wrist-drop leaning forward toward the 
affected side in a very pronounced insecure, strained 
position. This paper describes an adaptation in the 
form of an improvised handle bar for the Stationary 
Bicycle. It was designed and developed by David 
Anderson, Corrective Therapist, Veterans Administra- 
tion Hospital, Long Beach, California, to correct the 
above-mentioned hemiplegic condition; its history, 
construction, application, treatment values, and type 
of patients treated, are discussed. Heretofore the 
method of stabilizing the wrist and securing the pa- 
tient to the apparatus has been to attach the hand 
to the handgrips with an elastic bandage (See illus- 
tration No. 1). This method is recognized to be both 


dangerous and time consuming in its application. 





1. Elastic bandage method of securing the hand to the 
handgrip. Note patient leaning forward over handle bars. 


In early application of this adaptation, when the 
patient is seated on the bicycle and the affected hand 


is ready for placement on the inverted “U” bar, it 
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The new adaptation consists of an inverted “U” 
shaped 3/4” galvanized bar welded to the handle bar 
just 2” in front of the handgrips at a 57 degree angle, 
toward the bicycle seat. This places the crest of the 
bar 17” above and directly over the handgrips. No 
other construction is necessary since the variation in 
elevation and other relative positions are made with 
standard adjustments, (See illustration No, 2). 





2. Note inverted “U” shaped bar. Improved wrist position 
is shown as result of new bar. Note elimination of elastic 
bandage and natural grasp of hand. As a result of new 
grasp, note improved body position. 
may be necessary ta reduce muscle spasm by graded 
stretching of the flexors of the fingers, wrist and el- 
bow, as well as the extensors of the shoulder before 
proper application is possible. The hands rest on the 
bar in pronation. Following the first or second treat- 
ment, the patient is much more at ease when using 
the equipment. 


The value of such an adaptation is significant since 
there is an immediate improvement in the patient’s 
posture, (Compare illustration No. | with No, 2. 
There is no longer a pronounced shoulder drop, sco- 


liosis or kyphosis, as compared to the previous level 
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and method of attachment, and the patient sits more 
erect. The wrist condition is improved since consider- 
able stretching takes place during treatment because 
of the new hand position. (See illustration No, 2.) 
The patient gains more support and thus feels more 
secure. Psychologically most patients show good prog- 
ress, The new grasp eliminates the abnormal method 
of binding the hand to the handgrip. (See illustra- 
tion No, 2). In addition, the time of the therapist is 
saved by not applying the elastic bandage. The thera- 
apist need not stay close to the patient to give sup- 
port since the new grasp is safe for this type of pa- 
tient. In this particular case the spastic finger flexors 
afford the patient a secure grip on the bar, giving a 
well balanced body position while exercising the 
lower extremities. (See illustration No, 2.) 

In addition to the spastic hemiplegic patient, other 
type patients such as those with Parkinson’s Disease, 
arthritis, multiple sclerosis, and residuals of polio- 
myelitis receive varying degrees of benefit from this 
type of handle bar, Although all patients are not in 
need of this type of support, many prefer it to the 
standard handgrip because of the improved balance 
position, 

SUMMARY 


This paper describes an improvised and adapted 


handle bar for a Stationary Bicycle designed to meet 
the problems of seating the hemiplegic patient in a 
well balanced position so that he is able to exercise 
his lower extremities and improve his coordination, 
endurance and strength. Construction plans for re- 
production are presented, The physical and mental 
treatment values derived through its use are discussed 
briefly. Also discussed is the elastic bandage method 
of hand attachment. Finally, various types of patients 
deriving benefits from the innovation are presented. 
CONCLUSIONS 

1. Patient’s posture is improved through the use of 
Anderson’s “Adapted Bicycle Handle Bar.” 

2. A definite saving of therapist time is made 
through the use of this adaptation, 

3. Definite physical and psychological improve- 
ments because of better body positioning and support 
were observed, 

ACKNOWLEDGMENTS 

The authors wish to express their appreciation to the follow- 
ing staff members of the Veterans Administration Hospital, 
Long Beach, California: Roy H. Nyquist, M.D., Chief, Physical 
Medicine and Rehabilitation Service, for medical direction and 
guidance; Morse P. Manson, Ph.D., Chief, Vocational Rehabili- 
tation and Education, and Aldo S. Romiti, Executive Assistant, 
Physical Medicine and Rehabilitation Service, for editorial as- 
sistance; and Thomas Masterson, Photographer, Medical Illus- 
tration Section, for photographic illustration. 





A PRACTICAL APPROACH TO THE TREATMENT 
OF BRACHIAL BIRTH PALSY 


FRANZISKA SCHWEITZER 
Department of Physical Medicine 


Hospital for Joint Diseases 


New York City 


Since 1945 twenty-six children with Brachial Birth 
Palsy, commonly known as Erb’s Palsy, have been ad- 
mitted for treatment in our department. Four of 
these children admitted recently were under six 
months of age. They had a severe whole arm paralysis. 
The result of their treatment can only be evaluated af- 
ter some time, and therefore they are not considered 
in this paper. The other twenty-two children were 
older at the start of treatment, one of which has been 
treated regularly since the age of one. The others 
came partly from private physicians, partly from other 
hospitals; some had been in and out in our clinic, 
and some had not been treated at all, They all showed 
the characteristic, but also widely varying and confus- 
ing, symptoms of Erb’s Palsy. Many of them had se- 
vere contractures and seemed to have forgotten the use 
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of the involved arm. Their postures were usually bad; 
they were disturbed, awkward in gait andmanners. The 
usual treatment, consisting of stretching and weight 
lifting did not seem to be too satisfactory. The pub- 
lished material on the therapeutic procedures for 
Erb’s Palsy is relatively small. I decided to study the 
underlying factors of Brachial Birth Palsy in order to 
be able to help these patients more. 

In Erb’s Palsy two cases are rarely alike in degree 
and distribution. Any individual case seldom fits ex- 
actly into one of the commonly defined types. A study 
of the fibers of the various roots through the plexus 
will explain the apparent bizzarre distribution of 
paralysis, for example the rupture of one root will not 
necessarily cause complete paralysis of a muscle de- 
riving innervation from two or more roots, whereas 
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a section of one cord may cause complete paralysis of 


its circumscribed synergistic group. 

Some babies recover within six months; those who 
do not will have a permanent damage. But the bear- 
ing which this lesion finally has on the efficiency of 
the arm, seems to depend on many other conditions, 
which are in remote connection with the primary 
damage. 

To illustrate the problems we encounter in dealing 
with Erb’s Palsy, five cases and their development 
during the treatment in our department will be de- 
scribed briefly, A detailed analysis of the methods will 
be given in detail later. , 

Case 1. Nina began treatment in our department 
at the age of seven. Previous case history: Both arms 
had been paralyzed, the right one completely and the 
left one to a minor degree. She had been later in 
walking. Former treatment consisted of a brace and 
electrical stimulation. 

Status at admission: Severe contracture in the should- 
er joint. Elbow flexion contracture of 45 degrees. No 
apparent power in the deltoid and triceps and all 
the other arm and shoulder muscles weak. Outward 
and inward rotators very tight. Wide winging scapu- 
lae. Protruding abdomen. Tight back and hamstrings. 
The right arm hung lifeless at the side. She did not 
use the arm for eating, dressing, etc. Her gait was 
awkward; she seemed to be depressed and had a 
definite inferiority complex with regard to her young- 
er sister “who is able to do everything.” 

X-ray indicates: 1) upward displacement of the 
acromio-clavicular joint, 2) shallow glenoid fossa and 
underdeveloped humeral head. 

Main deficiencies: Inability to move in the gleno- 
humeral joint. Great inefficiency in the use of the 
right arm and hand. Very poor coordination and pos- 
ture. 

Having to cope with the already established severe 
changes in the shoulder joint and the bones related 
to it, our treatment concentrated on: 1) muscle train- 
ing and stretching as far as still possible, 2) arm swing- 
ing in the gleno-humeral joint, especially with Indian 
Clubs, 3) posture and coordination exercises in our 
special class, 4) such activities as playing with a big 
ball, jumping rope, punch ball, sewing, knitting, etc. 

lina is now thirteen years old, a beautiful teenager 
with perfect posture, poise, and good coordination. 
Her muscles have improved somewhat, especially her 
wrist and finger muscles and trapezius and rhomboids. 
She still cannot raise the arm above 90 degrees and 
the abduction is almost purely scapulo-thoracic, Her 
passive range of motion in the shoulder is nearly nor- 
mal, her elbow flexion contracture decreased to 15 de- 
grees. She can reach wherever she wants by swinging 
the arm without twisting the trunk. She belongs to a 
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youth club and often participates in exhibitions. She 
plans to be a seamstress. 


Case 2. Louis started in our department at the age 

of seven. No previous case history except for diagnosis 
and treatment with a brace, Status at admissions Al- 
most complete ankylosis of the right shoulder joint. 
Very tight pectoralis muscle, Tight inward and out- 
ward rotators, but active through a small range. Bi- 
ceps and triceps fair, wrist and finger extensors poor. 
Both scapulae winged markedly. Scapula on the in- 
volved side almost in a sagittal plane, with the verte- 
bral margin sharply prominent, while crossing arms 
in front of body. 
X-ray indicates: 1) underdevelopment and decalcifi- 
cation of the bones of the shoulder girdle and hu- 
merus, 2) glenoid fossa extremely shallow; some en- 
largement or hypertrophy of the coracoid process of 
the scapula. Main deficiencies. Unable to reach mouth, 
head, or the small of his back with the right hand. Did 
not know how to use his arm and consequently did not 
participate in activities with his age group. He was 
tense and did not want to be treated. 

Our treatment concentrated on 1) individual mus- 
cle training and stretching, and as strength improved, 
heavy resistance exercises, 2) arm swinging in the 
gleno-humeral joint, 3) activities on stallbars and 
parallel bars, posture and coordination exercises in 
our special group, crafts in the occupational therapy 
department. 

At ten years of age Louis could reach his mouth, 
head and back with his right hand. He had shoulder 
forward flexion of 115 degrees and could travel on 
the parallel bars. His posture was good, but the tight- 
ness of his pectoralis still existed and a “Sever” op- 
eration was performed, After the operation his should- 
er forward flexion and outward rotation gradually in- 
creased. He had lost inward rotation and the ability 
to swing on parallel bars. Now, one year after the 
operation he has shoulder forward flexion to 130 de- 
grees and abduction to 100 degrees. His scapulae are 
held close to the ribcage. He is very cooperative in 
every respect and participates in school activities and 
street games. He does a good job in crafts. 

Cace 3. Gertrude started in our department at the 

age of fourteen. Previous case history: Her left arm 
had been completely paralyzed and the muscles had 
developed slowly during treatment in another country 
which was interrupted because of the war. The treat- 
ment consisted of a brace and exercises. 
Status at admission: Severe inward rotation contrac- 
ture in the shoulder joint. Slight flexion contracture 
in the elbow joint (20 degrees). Muscle power of 
the arm fair. Hand normal. Shoulder forward flexion 
passively to 150 degrees, actively to 120 degrees and 
abduction to 100 degrees. 
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X-Ray indicates: moderate osteoporosis of the bones 
of the elbow joint. Main deficiencies: Inability to 
reach the mouth with the left hand, because of tight- 
ness of the inward rotators and abduction contrac- 
ture of the shoulder. Tight back muscles and sway- 
back. 

The treatment concentrated on: 1) heavy resistance 
exercises and stretching according to disability, 2) 
parallel bar exercises, 3) group work, especially to ov- 
ercome contractures, back tightness, etc. 

After three months of treatment Gertrude could 
reach her mouth with her left hand, though awkard- 
ly. Now, after one year she has shoulder forward flex- 
ion to 170 degrees passively and actively to 145 de- 
grees, forearm extension to 180 degrees. She swings 
on parallel bars, moves with poise and has acquired 
a graceful way of using her affected arm. 

Case 4. Gloria came to the department at the age 

of one. Case history: The whole left arm was para- 
lyzed. The treatment consisted of a brace and electri- 
cal stimulation. Her x-rays were negative, except for 
moderate Osteoporosis in the forearm, At the age of 
one and a half exercises were added. At the age of 
two she elevated the arm and extended the wrist. 
At the age of three she had shoulder forward flexion 
above 90 degrees and grasped properly. Outward ro- 
tators were slightly contracted. At the age of three 
and a half Gloria was discharged and returned two 
years later. 
Main deficiencies: Severe outward rotation contrac- 
ture. Inability to abduct or extend the arm or to 
pronate the forearm. Could not reach her back with 
her left hand. Very weak abdominals. Lordosis. 

The treatment consisted of: individual muscle train- 
ing and stretching according to disability. Weight 
lifting increased from one to six pounds, Posture and 
coordination exercises were started at once in our 
special group and helped her considerably to improve 
the efficiency of her arm. 

Gloria is now eight years old and has almost pure 
abduction to 100 degrees and shoulder forward flex- 
ion to 130 degrees. The outward rotation and supina- 
tion contractures are not quite overcome. She has 
very good posture and coordination, jumps rope, knits 
and plays the piano. 

Case 5. Morton started treatment in our depart- 
ment at the age of one. Previous case history: Brace 
and exercises carried out by the mother. Status at ad- 
mission: Paresis of all arm and shoulder muscles of 
the left side. Did not yet walk. 

Exercises were started and he learned to walk at 
the age of one and a half, At the age of two he de- 
veloped abduction and shoulder forward flexion of 90 
degrees and learned the “wheelbarrow.” At three he 
raised the arm above the head and extended it back- 
ward, Triceps and outward rotation were still weak. 
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Now at the age of four he has good muscle power in 
the entire arm, but some weakness in the trapezius 
and a slight restriction of external rotation. The hand 
muscles are fair. He has started on the parallel bars. 
When we introduced him to our group activities, we 
found that even Morton, whose arm has good range 
and strength, had difficulties in coordination and rhy- 
thm. He has been making progress since then, 

These five children, mentioned above, showed mus- 
cular paralysis or weakness because of the original 
lesion. Furthermore, except for Morton who had been 
treated early and consistently, they and all the other 
17 in our department suffered more or less from sec- 
ondary or remote consequences of Erb’s Palsy; these 
according to Alfred S. Taylor’ could have been partly 
or completely prevented. 

On these 21 cases we made the following observa- 
tions: 

1) X-ray reports as: a) underdeveloped and deformed 
glenoid fossa, b) underdeveloped and deformed hu- 
meral head, c) subluxation of the shoulder joint, d) 
displacement of the acromio-clavicular joint, e) hook- 
ing of the acromion process, f) bony contact between 
olecranon and humerus, g) uneven growth and re- 
tardation of the development of radius and ulna, 
h) general osteoporosis of the involved parts, i) sco- 
liosis and kyphosis. 

2) Uneven growth of scapulae, clavicles and upper 
extremities, 

3) Limitations in the joints of shoulder, arm, wrist and 
fingers. 

4) Muscular inefficiency not to be explained by the 
original lesion. 

5) Incoordination, 

6) Poor posture as in contrast to “correct static and 
dynamic posture”? 

7) Behavior problems. 

Looking for the causes of these irregularities we find 
that the deformities under | and 2 are in accordance 
with the law of Julius Wolff* and due especially to 
the readiness of children’s bones to adapt to stress 
conditions, in the case of Erb’s Palsy to the normal 
development of muscle power and to the missing 
stimulation to growth which is motion, 

Limitations in the joints as in observation 3 may 
be due to muscular imbalance. The stronger muscle, 
less damaged by the original lesion, has been used 
more than its antagonist which has been overstretched 
and therefore has had little chance to recover, Or 
they may be due to faulty position especially during 
infancy or to a brace worn too long. The ligaments 
then shorten and keep the joint in this position, Here 
too the bones adapt to this new position, (Observa- 
tions e and f). Even if this is not so, these contrac- 


tures tend to recur very readily as long as the child 
grows. 
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Often the efficiency of the arm seems not to be in 


proportion with the regeneration of the nerves, test- 
ed by the individual muscle strength. There may be 
several reasons: 1) The origin and the insertion of 
the muscles may no longer be in the correct position 
to produce an efficient muscular pull. We have to 
realize the possible changes in the growth of scapula, 
clavicle and head of the humerus and the ensuing 
change in the shape of the fossa. (Observations la, b, 
g, and 2). Considering the complicated “shoulder mo- 
tion as the sum of the movements contributed by syn- 
chronous participation of 4 joints,”’* we realize what 
it means to the “shoulder rhythm,”’* even if one part 
only is in the wrong position, (Observation Ic) . 

3) Another cause for inefficiency is of course the 
established contracture, for example the contracted 
biceps hinders full extension, or because of lack of 
opposition the stronger muscle has shortened to an ex- 
tent that no more contraction is possible. 

4) Disuse following weakness, missing development of 
primitive motion pattern or resignation considering 
improvement may limit the possible usefulness of the 
arm. 

Incoordination may be due to the children’s unwil- 
lingness to use the affected arm at all. Poor posture 
is developed since pattern of following the path of 
least resistance persists and allows the trunk to move 
the arm. The awkardness contributes to the feeling 
of inferiority, when it comes to competition with oth- 
ers. We should not forget a moment that these chil- 
dren have been growing up with a definite handicap 
in pursuing normal activities ranging from first ex- 
ploring the world by pulling up to a sitting position 
to the boys fight in the street or the girls sewing con- 
test. 

When a baby with an extensive lesion in the brach- 
ial plexus is born, his arm hangs limply somewhere, 
partly or completely paralyzed. There is no tightness. 
Some months later, with slight and imbalanced mus- 
cle power coming back, limitations in the shoulder 
joint, tightness of inward or outward rotators, biceps 
or triceps, flexors or extensors of wrist or fingers de- 
velop. He needs our treatment right away to prevent 
as many as possible of those secondary consequences 
and most probably as long as he grows. 

Our department proceeded to start on “Erb’s 
school” by treating the infants. The treatment con- 
sists of: 

A) Prevention of faulty position. 1) by a brace which 
has to be adapted to the special condition of the in- 
fant, especially to the comparative strength of inward 
or outward rotators, 2) by not allowing the baby to 
hold the arm in an anormal position when out of the 
brace, and 3) by stretching beginning contractures. 
This has to be done very carefully, but through the 
full range, especially for inward and outward rotation. 
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In order not to damage the delicate muscles of a baby, 
it is best to try out the stretching ability of the normal 
arm first, thus using it as a guide. In case of an abduc- 
tion contracture the mother is instructed to tie the 
arm to the trunk for a short while every day until 
it is put back into the brace. In case of a Klumpke 
type usually the extensors of the metacarpophalangeal 
joints are extremely tight and we have to stretch them 
well, hoping for the return of the lumbricales. 
B) Muscle training by: 

1) electrical stimulation 

2) active evercises, which sounds like a solemn word 
to apply to a baby. One has to use every means to 
stimulate activity: a) the method Elizabeth Kenny 
describes in her book on polio, of touching the in- 
sertion of the muscle to stimulate contraction; it is 
very satisfactory in the stage of utter limpness, b) po- 
sition placement reflex, c) confusion movement, d) 
conditioning. For example the scapula muscles can be 
trained by pushing the arm forward and backward 
and by abducting and adducting the scapula in rhyth- 
mical movements. Upward flexion and backward ex- 
tension in prone position is not a frequent motion 
in infancy and can be encouraged by letting the arm 
swing forward and backward hanging over the edge 
of the table until the baby places it on the table 
where something desirable is placed. 
c) Stimulation to voluntary motion: 
Most babies with Erb’s Palsy cannot bring the hand 
of the affected side to the mouth, They miss this first 
primitive motion and consequently readily give up the 
use of this arm completely. This primitive pattern has 
to be developed by all means actively or passively. We 
teach the baby to suck the thumb of the palsied arm, 
which besides promotes flexion, supination and thumb 
extension. We also show him how to take hold of the 
weak hand with the good one. It is extremely dif- 
ficult to stimulate the use of the affected arm in a 
case where arm and hand are paralyzed. The baby has 
no or little sensation in the hand and experiences no 
desire to move it. Maybe a lollypop attached to his 
hand or the returning sensation with touching the 
warm bottle will catch his attention. 
D) General exercises: 
Some infants with Erb’s Palsy need general strength- 
ening exercises. They are restricted in their activities 
by their braces. They cannot pull up to a sitting posi- 
tion with a palsied arm, nor crawl properly, They are 
late in walking because of the missing balance, Watch 
a baby taking his first steps holding both arms to the 
side as a ropewalker does. The baby exercises devised 
by Neumann-Neurode? are very useful from the fourth 
month of age on. 

The mothers of course are taught how to carry out 
the exercises three times a day as soon as the doctor 
gives the order for exercises, 
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The older the child gets, the easier it is to make 
him exercise actively. We have crawling and wheel- 
barrow for shoulder girdle muscles and triceps. There 
are games such as holding something behind the back 
for arm extension, in the hand for supination and 
pronation, Pushing a wand with both arms forward 
and backward for biceps and triceps and high for 
shoulder forward flexion is useful and more resistance 
can easily be applied by the physiotherapist to the 
weaker side. I mention especially the games where 
both arms are in action and we find it advisable to 
alternate the right and left side during all exercises 
for the following reason. At the age of one or two 
years the baby gets conscious of his difficulty and is 
sometimes very reluctant to our emphasis on his weak- 
er side. It is the time of setting handiness, which we 
should not disturb, He may be even in the process 
of shifting it, if his dominant hand is on the weaker 
side. 

At the age of three or four children are grouped 
in a class, The treatment with electrical stimulation is 
continued. They get their individual exercises and 
stretching besides a thorough drill in coordination, 
rhythm and posture. 

Individual Exercises: 

Each child is instructed in individual exercises de- 
vised for his special ability and need. They include: 
a) heavy resistance exercises, b) stall bar exercises, c) 
parallel bar exercises, d) pulley exercises, e) exercis- 
es on the table for the first muscle education if neces- 
sary and exercises for inward and outward rotation 
in prone position, which are nearly always very much 
needed. 

Stretching: 

a) While stretching the shoulder joint great caution 
should be taken to hold the scapula close to the trunk, 
because in most of those cases, which are not treated 
constantly since birth, the inferior angle of the scapula 
rides outward and upward with every motion, 

b) The stretching of the elbow joint has to be done 
in supine position including supinators and pronators 
and in prone position with the arm in external rota- 
tion extended backward and medially. 

c) Usually the Flexors of wrist and fingers have to 
be stretched. The children do this themselves by push- 
ing the arm down on a bench with the hand dorsi- 
flexed to 90 degrees and the fingers extended. 

d) In a majority of cases inward and outward rota- 
tors are contracted and sometimes both. The stretch- 
ing is done manually in prone position with the fore- 
arm over the edge of the table or supine while pillows 
and weights keep the arm in the desired position. 
Group Work: 

So far the children do individual exercises. They 
are made responsible for performing them, supervised 
only by the therapist and helped if necessary, The 
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group work is done by all together. We do not take 
these children in a general posture class, because their 
problems are different and we want to prevent frus- 
tration. We had a very typical experience with a boy, 
6 years old, who in another county had been in a 
regular posture class on the theory that he should be 
treated just like any other child. He had to discon- 
tinue the class because he was completely upset by 
the failure to accomplish as much as the others. All 
the exercises given had not influenced the contrac- 
ture in his shoulder joint and the scapulae were wing- 
ing, the coordination very poor when he started in our 
department, We often see that a child starting in our 
group with comparatively slight involvement of Erb’s 
Palsy lacks completely the ability of coordinating 
movements of arms and legs, moves without rhythm 
and poise and has no feeling for the correct align- 
ment of the body. On the other hand we watch with 
great satisfaction how those trained in the group 
moved with poise and coordination in such a manner 
that few would suspect the extent of their disability. 

In this connection the importance of contact with 
the parents, who play a significant part in the suc- 
cess of our work, should be emphasibed. We are aware 
of their hardship in bringing the children to the 
clinic for such a long time. However, since we started 
the group work, the “Erb’s children” attended it with 
astonishing regularity—rain or shine. Besides the 
mother has to teach the patient self care as soon as 
possible using both arms for tying shoelaces, fixing 
buttons, combing hair, eating, making beds, folding 
sheets, washing and drying dishes, etc. We interest 
them in free-time activities as rope jumping, playing 
with a big ball, climbing and swinging, sewing and 
knitting and crafts, clay and weaving. Some children 
play the piano, some type and others do various av- 
tivities in the occupational department of our hospi- 
tal. 
The general exercises are chosen to promote a good ” 
postural alignment, especially while using the affected 
arm. The children exercise in front of a mirror where 
they constantly have to pay attention to the symme- 
try of their trunk. They are not allowed to lean back- 
ward in order to flex the arm, nor sideways to abduct 
it, nor forward to extend it. If necessary they can help 
themselves by swinging the arm, or the normal arm 
can support the weak one, If these exercises are well 
performed, the contracted joints will get an additional 
stretching and each muscle on the involved side will 
be encouraged to voluntary active motion. 

Description of Exercises 

A) Special exercises for the use of the involved arm 
and the integration of its motion into movements of 
the other arm and the legs. 
Standing: 

1) Arms down at the side. Swing involved arm 





across the body and back a few times until patient 
feels ready for complete arm circles, Repeat same 
in opposite direction. 


2) Marching on place with exaggerated, coordinat- 
ed arm movements. Be sure that extension of the af- 
fected arm equals that of normal arm and is brought 
down close to the body. 

3) Springing movements with ankle, knee and hip 
flexion. Swing arms forward and backward simultane- 
ously. If patient has tight heelcords insist that heels 
remain on floor throughout exercise. Otherwise heels 
should be raised, thus promoting better balance along 
with coordination, If patient develops enough spring 
and succeeds in raising the affected arm high enough, 
exercise can end in jumping, arms raised high to the 
ceiling. 

Exercises 1, 2, and 3 should be done with “Indian 
clubs” as soon as patient is ready for it. The “Indian 
clubs” are extremely helpful in performing far swing- 
ing, big movements carried forward by the momentum 
rather than by the strength proper. 

4) Clapping hands in front and in back of the body 
in order to train inward rotation and supination 
with the backward movement. 

5) Jumping, alternating apart and together, as 
hands are clapped together overhead and then clapped 
onto the thighs in order to promote abduction and ad- 
duction of the arms. 

6) A step hop to the side as both arms are swung 
laterally and upward to the same side, then repeat in 
same rhythm to opposite side to get synchronized 
movements of both arms. This can be varied with 
head and arms moving in opposite sides in order to 
discourage hiking of shoulder. This exercise again 
promotes our main objective, i.e. control of the whole 
body despite the disability. 

Sitting with legs crossed: 

7) Holding wand with both hands (palms down) 
in front of chest, a) push forward, b) high overhead, 
c) lower wand to back of head, resting on shoulder. 
Reverse to starting position, Repeat same with palms 
up. 

8) Grasp wand as in exercise 7, arms extended for- 
ward raise one end of wand beyond vertical and then 
the other one in order to promote supination and 
pronation. 

On hands and knees: 

9) Crawling: Stress use of weak shoulder for sup- 
port by raising good arm high off floor. 

B) General exercises suited for an “Erb’s Class” to 
promote good posture, symmetry, poise and balance. 
Supine: 

1) Pelvic tilt 

2) Bicycle exercise. 

3) Straight leg raising: Left knee flexed, arms rest- 
ing at side: a) raise right leg to 90 degrees, while arms 
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extend overhead, b) bring right knee to chest, c) 
stretch right leg to position 1, d) return to starting po- 
sition, Alternate. 

4) Sitting up while knees are bent with arms for- 
ward or crossed in front of chest or with the hands 
behind the head. 

Sitting in tailor fashion: 

1) Shoulder circles: place fingertips on shoulders 
and make circles with elbows (if Shoulder muscles are 
too weak or joint too tight, the good arm has to help 
to perform the motion) . 

2) Back pull: a) with hands locked behind head, 
bend from hip, keeping back straight and shoulder 
blades together, b) relax head, elbows and back to- 
wards the floor, c) resume position as in I, d) raise 
trunk to vertical position, In this exercise the elbows 
are not supposed to be on a level in case the length of 
the arms is not equal or the tightness of the involved 
shoulder prevents an even pullback, But the shoulders 
have to be on a level, the spine has to be straight and 
the trunk symmetrical. 

Prone: 

1) Trunk raising with hands locked behind the 
head or with arms out to the side or with arms pulled 
backward with palms down. 

2) Breast stroke. (Insist on use of latissimus, when 
arms are moved back to the trunk). 

3) Push ups. 

Kneeling: 

“Indian Prayer:” a) sitting on knees and heels with 
hands together on back, bend forward from hip with- 
out bending back, b) slide arms forward still keeping 
back straight, until arms are stretched out along the 
ears. (Many of the children with Erb’s Palsy will now 
have to support the weak arm with the strong one) , 
relax back and arms toward the floor, d) push but- 
tocks forward, walking on outstretched arms with 
hands on floor and the same way backward to posi- 
tion as inc), e) raise arms and trunk from floor, stand 
on knees, keeping arms high, f) come to starting posi- 
tion with pelvis tilted while slowly lowering arms. 

Here again the stress is on the alignment of the 
trunk and the arms not even in length will have to 
adjust to it. 

Standing: 

1) Stand with feet together and arms overhead; 
bend alternatingly to the right and to the left side 
and then to the front with knees extended. Touch toes 
with fingers to stretch posterior muscle group. Come 
to starting position and lower arms slowly. 

2) Stand with feet apart, hands clasped on the back: 
a) with shoulder blades adducted bend arched back 
from the hip, b) move arms up and down without 
changing position of back, c) move arms forward un- 
til they are extended along the head and bring them 
back again, without changing position of back, d) 
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bring arms up again, extend back and slowly lower 


arms. 

3) Stand with feet together and hands behind head: 
a) bend to the right side, b) twist trunk to the right, 
until shoulders are on level, while arched back is bent 
from the hip, c) raise back and return to starting po- 
sition, 

Reverse. 

4) Stand with feet apart, hands stretched overhead: 
a) bend down until fingers touch toes, b) slide hands 
along the legs up to hip, c) slide them down to toes 
again, d) swing arms and back forward until back is 
in horizontal position, arms still stretched forward, e 
raise back to starting position and slowly lower arms. 
Conclusion: 


We have realized that the palsied arm is not the 


only implication of Erb’s Palsy. 
the entity of the patient, 


‘Therefore we treat 
an entity in which each 
individual bodily part has a bearing on all the others 
and where the whole of the body is in interrelation 
with the psychological processes of the child. That’s 
why the bulwark of our treatment lies with the group 
work, where the children—learning from each other— 
find encouragement to overcome their disability and 
develop sound bodily habits and functions in spite 
of the residual damage. Endurance in fighting diffi- 
culties and good body control are decisive factors for 
the healthy maturing of body and soul, especially of 
those handicapped since birth, 
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A PRACTICAL WEIGHT RACK 


CHARLES E. WILLHITE, B.S. 
Corrective Therapy Section 
VAH, Long Beach, California 


The need for a practical, functional weight rack 
has long been felt. In many clinics different types of 
racks have been constructed but apparently these did 
not fill the need. The weight rack described in this 


paper (see illustration 1.) has been used for more 


than six months in a clinical situation and has proved 
itself to be effective and practical. 
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Illustration i 


a. Special arrangements of 
weights and exercise 
gloves. 


b. Lateral view with meas- 
urements and construc- 
tion details. 
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This weight rack provides a place for the hand 
weights, the bar bells and the exercise gloves, It is 
constructed against a wall between two mats, thus 
giving the rack a central location, This design de- 
creases the distance which the therapist must travel 
in treating the patient and results in the saving of 
therapist time. The weights are in sequence gradu- 
ated in pounds with the heavy weights on the bottom 
of the rack. With the weights in this order this rack 
becomes safer and easier for the therapist to manipu- 
late to gain the proper 
weights. 


position for lifting the heavy 
After use, the weights are returned to their 
respective places on the rack, thereby keeping the 
floor of the clinic clear and orderly. 

The construction cost of this weight rack is small 
and can be built with a minimum of effort and abil- 
ity. 

Summary 

A new type weight rack has been designed and 
tested in clinical situation. This rack: 

1. Reduces equipment damages. 

2. Makes possible a more orderly clinical area. 

3. Reduces the danger of injury to the therapists 
and patients. 
4. Improves the treatment program of the clinic. 
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Definition: 

Aphasia is a disturbance in the ability to deal with 
language symbols in persons who have suffered some 
form of cortical brain damage. It is manifested by a 
disturbance in previously existing language ability. 
The most apparent disturbance is likely to be in 
speaking or in comprehension of the spoken word. 
And all language functions, however, may be 
disturbed, These functions are likely to include read- 
ing, spelling, writing, and arithmetic calculation, To 
a lesser degree, established abilities in the use of 
gestures and musical ability may also be disturbed. 
In its broadest sense, aphasia may best be thought of 
as a disturbance in symbolic formulation and ex- 
pression, Aphasia is a disturbance in language be- 
cause language is a system of symbols. Aphasia is a 
~ disturbance in speech because when we speak we use 
language. 

Agnosias and apraxias are two types of disturbance 
which are frequently associated with aphasia but are 
on a lower symbolic level. Agnosia is the loss of rec- 
ognition of objects, representations of objects, or of 
symbols. This loss precludes evaluation or interpre- 
tation. If a patient cannot recognize and so cannot 
distinguish one sound from another, he has an audi- 
tory agnosia. If, however, he is able to recognize a 
sound, if, for example, he can distinguish between 
the sounds of the word water and those of the word 
candy, but cannot get significance out of what he 
hears, he then has auditory aphasia rather than audi- 
tory agnosia, Agnosias may be in the auditory sphere, 
the visual, the tactile, or the kinesthetic. Specialized 
agnosias may exist for sounds, for printed letters, for 
geometric forms, for colors, and for movement. A 
common test of tactile agnosia (stereognosia) is to 
see whether the patient with eyes closed can recognize 
common objects placed in his hand (i.e. distinguish- 
ing between a key and a coin). 

Apraxia is the inability to use tools or mechanisms 
in a purposive and intended way when factors such 
as muscle weakness, incoordination, or mental defi- 
ciency are not involved. The mechanism or tools may 
include parts of the body such as the organs or articu- 
lation, as well as devices employed for recording 
language such as a pen, a pencil, or a typewriter. 
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When a patient cannot write because he no longer 
knows what a pen and paper are for, he has apraxia. 
This is distinguished from agraphia in which the 
patient cannot write because he cannot evoke the ap- 
propriate symbol or combination of symbols to rep- 
resent graphically the words he may have in mind, 
Agraphia is on the level of aphasia; apraxia is on a 
lower symbolic level. 

Aphasta and Levels of Language Usage 

In answer to the questions regarding which of the 
language functions are likely to be least disturbed, it 
can be said that in general aphasics are most likely 
to have the greatest difficulty with those language 
functions which cause normal persons the greatest 
amount of trouble; they will have the least amount 
of difficulty with those language functions which 
cause normal persons the greatest amount of trouble; 
they will have the least amount of difficulty with 
those language functions which rarely upset the nor- 
mal individual. On different occasions, we all be- 
have as if we were somewhat aphasic, For example, 
all of us have experienced the frustration of having 
a precise word or term elude us; of having someone’s 
name on the tip of our tongue without being able 
at the moment of greatest need, to call forth the 
name so that it could be communicated, At such times 
we usually choose synonyms or round about means of 
saying what we have in mind, Somehow we manage 
to communicate our meanings. The adult aphasic ex- 
periences this difficulty, and the frustration which 
accompanies this experience, much more frequently. 
The aphasic patient tries to use the same devices we 
do for getting his ideas communicated, For the apha- 
sic, however, his alternate devices are also likely to 
be somewhat defective, so that he continues to com- 
municate defectively, On the receptive side he may 
also have defective comprehension of the symbols 
he hears or sees. 

Abilities which are relatively undisturbed for many 
aphasic patients are those which are on lower levels 
of abstraction, Most aphasics do not suffer from much 
impairment in their abilities to use emotionally 
laden language. They can usually swear with a degree 
of fluency which is adequate for the situation and 
their needs. Most of them can count serially more 
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readily than they can tell you that the number 10 
follows 9 or that 12 is preceded by 11. Similarly, the 
aphasic who once learned the alphabet by rote, is 
usually better able to recite all or part of the alphabet 
than he is to tell you what immediately precedes or 
follows the letter Q. Along the same line, the aphasic 
patient is better able to evoke the words of a song, 
especially when he is permitted to include the tune 
with the words, than he is to evoke an isolated se- 
quence of words, In all of these low level language 
functions, the aphasic differs from the normal per- 
son mainly in degree. The aphasic maintains rela- 
tively well those language functions which any non- 
brain injured person can perform mechanically and 
without thought. He is more likely to have increasing 
difficulty with those language functions which re- 
quire greater thought and more careful intellectual 
control. From a linguistic point of view, the aphasic 
patient’s difficulty is not one of making sounds, or 
even of uttering words, but of using appropriate 
words in an intellectually significant situation, 

The person who, after a brain injury, or infection, 
or some’ other involvement, is not able to utter 
words, or whose utterance is labored, is not necessarily 
aphasic, If the disability is purely of a motor nature 
the impairment might better be termed dysarthria, 
or if it is severe, anarthria rather than aphasia, Im- 
pairment of linguistic expression is not aphasic un- 
less it represents a disorder of symbolic formulation 
or expression, For that reason it is probably best to 
drop the term motor aphasia and substitute for it the 
more inclusive term expressive aphasia, 

The form of linguistic disability assumed in an 
aphasic disturbance cannot be determined solely by 
knowing the area of cortical injury. The linguistic 
disturbance associated with a cortical injury may 
vary greatly from patient to patient, For example, a 
visually minded person may suffer much more im- 
pairment from an injury to the occipital lobe than 
might an auditorially minded person. Similarly, a 
person with strong auditory imagery might suffer 
severe disturbance as a result of a cortical involve- 
ment which might leave the visually minded person 
relatively undisturbed. 

Who becomes aphasic? 

Although we know that the aphasic patient almost 
invariably suffers from a lesion involving the contra- 
lateral brain hemisphere, we also know that not all 
persons with such lesions become aphasic. It is our 
belief that factors of personality, intelligence, age, 
and cause of the brain lesion are associated both with 
the onset of aphasic disturbance and with recovery 
from the disturbance. Our hypothesis is that the rigid 
personality is more likely to become aphasic as a re- 
sult of a brain injury than is the flexible, easily ad- 
justable personality. It is our experience that persons 
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of high intelligence are more likely to suffer from 
aphasia, and proportionately to make a slower re- 
covery, than are persons of average or low intelligence. 
Both the amount and the manner in which a person 
was educated have a good deal to do with whether 
a cortical injury will bring with it some kind of 
aphasic disturbance. In brief, the form of linguistic 
disability associated with a brain lesion is probably 
related to just about every experience the person has 
had up to the moment of the lesion, 

Associated Defects 

The adult aphasic frequently suffers from other 
defects which are neurologically or psychologically 
associated with the aphasia. Such defects as agnosia, 
apraxia, and dysarthria have already been mentioned. 
Additional sensory defects may be in the fields of 
vision, of hearing, or of feeling. All of these may 
interfere with the recovery of the patient from the 
aphasic disturbance itself. Motor defects which limit 
or discourage movement, or which make a motor per- 
formance effortful, are also likely to complicate the 
language rehabilitation of the aphasic. 

On the intellectual side, aphasic patients are likely 
to reveal some reduction in their previous ability to 
deal with abstract concepts. We believe that this limi- 
tation is not as great as it superficially appears to be. 
The aphasic patient, if he accepts the realities of his 
disturbance, has less need and use for the abstract 
than does the well person. If he seems to abandon 
the abstract attitude he may, in fact, be working to 
improve his adjustment to his new mode of living. 
In short, the aphasic patient may realistically lower 
his level of aspiration and in doing so he may avoid 
dealing with abstract situations unless specifically 
required or encouraged to do so, What may appear 
to be an actual loss of abstract attitude may perhaps 
be better interpreted as a disinclination to deal with 
the abstract and a preference to concern himself more 
with concrete situations. In the field of language 
function we may therefore find an aphasic patient 
unable to use the abstract term “blue” but neverthe- 
less able to talk about a “blue hat” or a “blue coat.” 
Blue hats and blue coats are concrete situations with 
which the patient may continue to have direct ex- 
perience, The abstract concept of “blue” is not likely 
to be of much practical use. 

The change in abstract attitude may also be re- 
flected in a reduction of functional mental ability. 
Our experience has been that for the adult aphasic, 
the apparent mental deficiency is considerably greater 
than the actual intellectual loss. No examinations 
have been devised which take proper cognizance of 
the sensory and motor disabilities of the aphasic in 
the examination inventory. We no longer test the 
deaf with intelligence tests standardized on the hear- 
ing; neither do we test the blind with examinations 





for the sighted, There is no justifiable reason-for ex- 
amining the aphasic with instruments intended for 
persons who have no organic brain injury, especially 
because they are frequently associated with motor and 
sensory facts. Despite this reservation, there is little 
question that many aphasics do suffer from some loss 
in functional mental capacity and that some aphasics 
actually suffer significant loss in mental ability. Rel- 
atively few patients, however, suffer such severe loss 
as to become mentally deficient. That the loss of 
intellect is more apparent than real can be realized 
from the fact that in many instances gains of from 
20 to 30 points on intelligence scales have been at- 
tained after a period of from three to six months of 
language retraining. 

Factors Related to Recovery: 

For the busy therapist, it would be most helpful 
to have some practical answer to the question, “How 
can I know in advance what kind of patient is most 
likely to benefit from my therapeutic efforts?” There 
is, of course, no absolute answer. We can, however, 
present some subjective observations based upon ex- 
perience with many aphasic patients, For the adult 
aphasic, the following combination of factors make 
for a hopeful prognosis: 

1. Comparative youth (preferably under 30). 

2. Traumatic rather than vascular lesions or 
neoplasms. 

3. Outgoing, flexible pre-morbid personalities. 

4. Initiation of a training program as soon after 
the onset of the disturbance as the physical 
condition of the patient allows. 

5. Average functioning intelligence. 

The following combination of factors make for a 

more guarded prognosis: 
1. Advanced age. 
2. Spontaneous vascular lesions and _ progressive 
disease involving the brain cortex. 
3. Rigid and withdrawn personality structure. 


4. Delay in initiating a program after sponta- 


neous recovery has leveled off. 
5. A high level of intelligence. 

Iwo final points should be emphasized in regard 
to the prognostic criteria, Each patient is a rule unto 
himself. Some older patients have done remarkably 
well and some young patients have not done well. 

Every patient, unless he has a progressive brain 
pathology, benefits to some degree from a language 
training program as he does from almost every kind 
of therapeutic effort. The therapist may sometimes 
become discouraged because not enough improvement 
has become apparent after the expenditure of real 
effort on the part of the patient and the members of 
the rehabilitation team. For the patient, however, 
even a small amount of improvement may be of great 
significance. For a patient to become able to read, 
even though he cannot learn to write, is highly im- 
portant. He is at least on the receiving end of writ- 
ten communication. If he learns to express simple 
needs, and so avoids embarrassment to himself and 
to others, he becomes less of a burden to persons with 
whom he lives, and less of a problem to himself. 

The appreciation of this information about apha- 
sics together with the establishment of realistic thera- 
peutic goals should help reduce unnecessary frustra- 
tion and failure for the therapist as well as the pa- 
tient. 
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HERBERT S. TALBOT, M.D., “Toward a Concept of Reha- 
bilitation,” The Journal of Paraplegia, Vol. 1, No. 4, 3-6, Oc- 
tober 1951. 

Even after the practice of exposing deformed infants to the 
elements to die had been discontinued, and when a cripple no 
longer went in dread of being killed because he was useless or 
repulsive, there were yet many centuries during which the 
best he could anticipate was alms. In time, sanctioned and en- 
couraged by the church, there arose the notion of caring for 
these people, as of the sick or the blind, and asylums in which 
they could be looked after were established. One such, founded 
in France in 1657, and later to become the famous Salpetrere, 
was designed as a place in which the infirm could find suitable 
work, thus jumping the gun on the rest of mankind by a couple 
of centuries or so. In this, as in other triumphs of human 
spirit, voices cried out in the wilderness before there were 
ears to hear. 

Generally, however, the arrangements were merely such as to 
provide refuge and sustenance, with no idea of restoration to a 
place in the world and the joy of living. An expressed pur- 
pose, in fact, was to keep these unfortunates out of the way, 
lest by the ugliness of their deformities, they might offend the 
eyes and the delicate sensibilities of their normal fellows;—this 
is an epoch which offered public executions as an agreeable 
form of outdoor entertainment. Another aim, perhaps. more 
practical, was to keep the streets and highways clear of beggars. 

Strictly speaking, rehabilitation, as distinct from care and 
treatment, is not a new idea, any more than was the theory 
of the roundness of the earth in 1492. But the wide range of 
its present application and the awakening of public interest 
are new enough so that the general concept has not yet ac- 
quired sharp definition. Its aims have been occasionally mis- 
understood and its methods occasionally misapplied. Its tech- 
niques, borrowed from half a dozen arts and sciences,—medi- 
cine and surgery, mechanics, psychology, sociology, pedagogy, 
and others—have yet to be coordinated. There may be half a 
dozen people concerned with the rehabilitation of one man, 
each of whom quite sincerely thinks that his or her job is the 
essential one, and no one can say them nay for no one is yet 
wise enough to be judge of all. 


The beginning of the modern trend can perhaps be traced 
back to early in the nineteenth century, by which time advances 
in orthopedic surgery had led to the establishment of the first 
institutions for the care and treatment of crippled children. 
As the number of such places increased, the scope of their 
activities expanded beyond the purely remedial, to include the 
training of those with residual deformities. Nothing significant 
was done for adults until about fifty years ago, when the con- 
science of the race perceived that this vast and tragic waste of 
human happiness was largely unnecessary. It has required the 
impact of two world wars to bring us up to date. For during 
and after those wars, current methods of treatment returned to 
the stream of life mutilated, deformed, and variously disabled 
but, for the most part, physically healthy young men in num- 
bers not previously encountered. Never before had so many 
of the severely maimed survived in such generally good con- 
dition. Physically handicaps are no longer the mark of the 
congenitally afflicted, or the infirm, or those who never knew 
life otherwise. They are borne now, in large part, by vigorous 
young men who yesterday were the best we had, and who may 
still be so today. No less in peace than in war, many who 
would have died a few decades ago now survive, although not 
unscathed, crippling disease and the accidents of industry and 
transportation. All these have made the doctrine of rehabili- 
tation a matter of everyday necessity. 

Neither the disabled themselves, however, nor the public, 
or even those engaged in the work of rehabilitation, seem to 
be altogether clear about what needs to be done, nor what can 
be dene, and a few serious fallacies have appeared. There is, 
for instance, a rather naive notion that practically all of the 
handicapped persons are potential world-beaters, eager only for 
an opportunity to display their great talents. This may have 
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arisen in part from a wide popular acceptance of the Adler 
theory of compensation, which can be supported by any number 
of individual instances, but seems to fall short of universal 
applicability. The fact is, of course, that the proportion of 
world-beaters among the disabled is the same as in the rest of 
the population, which is, to say, small. There are also, just as 
in the community at large, the lazy the stupid, the inept, and 
the unsocial. A great many healthy people without physical 
handicaps are content merely to get along, and some drift off 
the pathways of industry and virtue. 

Considered in terms of character, aptitude, and good citizen: 
ship, it is wrong to expect that the processes of rehabilitation 
can add much, if anything, to what was there before the dis- 
ability was incurred. Rarely, it does seem to happen so; but 
such instances are unfortunately balanced by those in which 
some fundamental capacity has been, in one way or another, 
irrevocably lost. Rehabilitation, from its original Latin meaning, 
means to restore, not to create. Having brought a patient to the 
best possible state of health, and provided such mechanical 
substitutes for his lost functions as are available, we must offer 
him training, in such degree and kind as he is capable of ac- 
cepting, calculated to help him to attain a status of dignity 
and self-sufficiency. In most cases it can be done, although it 
is seldom easy. Persons Without physical handicaps also fail, all 
too often, to achieve this end. What must be remembered is 
that, by and large, the quality of the finished product will 
depend upon the quality of the raw material that went into it. 
In adults, the raw material of habits, tastes, and social attitudes 
has already been largely determined. The impact upon the 
personality of a crippling illness or injury may help to modify 
these traits, but they are as easily thereby changed for the 
worse as for the better. Bitterness, disappointment, frustration, 
and the boredom of long illness, not to mention physical dis- 
comfort, are major impedients to the development of a secure 
and contented individual. 

Another important misconception arises out of our -national 
faith in mechanical contrivances as the answers to all human 
problems. In this there is the danger that lingering too long 
with the means, we may never reach the end. Many of our 
paraplegics, for instance, now own and operate motor cars, but 
we cannot, on this basis alone, call them rehabilitated. It makes 
good news pictures, but it isn’t enough. The public, of course, 
must be kept informed of this work but there is no reason for 
supposing it unable to comprehend fundamentals; too often it 
gets only the window dressing. Sentimentalizing and over-sim- 
plifying are currently popular but highly uncertain means of 
education. 

The gadgets are helpful, often necessary, and they are some- 
times (not always, alas) almost miraculously efficient. But in 
our admiration for the ingenuity they represent, let us not for- 
get that they are only tools designed to help in doing a job. 
Their mastery does not bespeak its accomplishment. No patient 
can be blamed for grasping at every mechanical and prosthetic 
device available, nor for believing that, so equipped, he will 
have mastered all his problems. It is inexcusable, however, for 
those whose task it is to train him to permit him ever to forget 
that none is so well helped as those who help themselves. The 
great task is not to fashion a man, since that has already been 
done, but to bring him to an awareness of his own capacities 
and help him to fulfill himself. 

Nothing better illustrates the intensely individualistic phil- 
osophy which still prevails in the United States, despite the cries 
of alarmists, than the resistance so frequently offered to re- 
habilitory efforts. This is seldom overt, being far more often 
manifested by apathy or lack of interest than by actual hostility. 
But it is clearly evident that our people, even when disabled, 
do not take kindly to having their lives worked out for them, 
and the patterns of their existence planned, however benevo- 
lently. No point needs more earnestly to be stressed than the 
need for being humble with those we wish to help. The absence 
of such humility is responsible for many of our failures. The 
very heart and essence of rehabilitation is self-sufficiency; it 
cannot be nurtured if it is denied at the outset. The greatest 
handicap of a disabled man is not the physical impairment 
itself so much as the fear that, because of it, he may be unable 
to follow his own bent and make his own choices. These, after 
all, are the prerogatives of that freedom to which we pay such 
constant lip-service. The obligation which lies upon us is to 
show the patient that he can still make his own choices; it is 
not for us to make them for him. 

This, of course, means that we must be prepared to teach, 
to encourage, to advise, but never to direct. It means too, that 
these men and women must be allowed to make their own mis- 
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takes, as we all have done. This may be very trying to the 
beholder, for it is not easy to be sympathetic with a course of 
action with which we disagree. Finally, it must be acknowledged 
that there are those who cannot be rehabilitated in the fullest. 
Some would not in any circumstances have become self-sufficient 
to the degree idealized in a free society, and for these we must 
be content with lesser achievements. It is no discredit to the 
whole work that not all of its results will be of equal excel- 
lence,—not as long as we recognize clearly the difference be- 
tween a finished job and a makeshift. 

The economic factor has brought further confusion to the 
issue. While it is quite true that financial need is an impor- 
tant stimulus to a man’s determination to rise above his dis- 
ability, it is also true, now as ever, that man does not live by 
bread alone. The concept of self-sufficiency should not be 
limited to the economic sense, although that obviously must be 
included. There are times, in fact, when I wonder if we are 
not deceiving ourselves, mistaking a make shift for a finished 
job, simply because a man is making a living. I expressed this 
doubt not long ago in an article written for a journal in Eng- 
land, and was interested in finding confirmation, in the next 
issue in a letter from a paralyzed reader. He wrote in part: “To 
so many people a return to work approximating to the sort of 
work done prior to injury is synonymous with a return to the 
natural order of things. There is surely much more in life 
than just being cooped up in a factory or an office. Mental 
health is surely the primary condition, and I remain uncon- 
vinced that the only way to achieve that is by finding the 
patient a job. Satisfaction at being economically independent 
will not, I submit, compensate in the long run for an uncon- 
genial job.” 

No one but a fool denies the importance of earning a living. 
But simply to do so no more constitutes the complete reha- 
bilitation of a disabled person than it would imply a complete 
and satisfying life for any other individual. Like the mechani- 
cal gadgets, it is a means and not an end. Any man, disabled 
or not, should do something with himself—something from the 
doing of which he can derive satisfaction and augment the 
sense of his worth as an individual, something from which, also, 
he can earn enough money to meet his particular needs. The 
true criterion of successful rehabilitation is not making a living 
but finding a satisfactory way of life. 

Educators say of a college that its function is not so much 
to give its students learning as to open their eyes to the truth 
and teach them how it may be sought. Similarly, the process 
of rehabilitation must open a man’s eyes to what he wants to 
do with himself and help him to achieve his aims. It is a pro- 
cess which must begin at the very onset of the disability, for it 
demands, from the beginning, a reasonably satisfactory adjust- 
ment by the patient to the modifications of activity which have 
been imposed upon him. And it is a process which, in its most 
successful application, never ends. For rehabilitation is not a 
sort of degree or mark of distinction granted at the end of a 
course. It is, rather, a state of being to which one aspires, more 
or less approximated in various instances, but never fully real- 
ized. It is a way of life. 

Obviously, good health and its accompanying sense of phys- 
ical well-being are highly desirable, and may be set down as 
essential prerequisites. Despite serious gaps in our knowledge, 
more is possible now in this direction than ever before. With 
certain exceptions, most disabled persons may now expect, 
regardless of their particular disabilities, lives of reasonable 
comfort and normal duration. In our enthusiasm over the fine 
results of our increasing medical and surgical skills, however, 
we forgot for a time that they were doing only half of the job. 
They were making life longer and more comfortable, but not 
necessarily more worth living. It was, perhaps, natural that 
when the medical profession began to assume in earnest its obli- 
gations in respect to rehabilitation, it should have emphasized 
those physical aspects for which the knowledge and techniques 
were at hand. Plastic surgery, prosthetic appliances, and the 
fine accomplishments of the relatively new specialty of physi- 
cal medicine have all contributed immeasurably to equipping 
and preparing the disabled for useful and contented lives. But 
in themselves they may not get down to the essence of a man, 
and if he has not within himself the desire for accomplishment, 
his response to all these efforts will be at best mechanical. For 
all our methods of medical and psychological investigation, we 
cannot reach into the secret places of the heart. We may stim- 
ulate and persuade, but the essential response must arise in the 
patient himself, and the sooner this is generally realized, the 
sooner it is acknowledged that most of the things we have 
been calling rehabilitation are not that but only a means to it, 


the sooner we shall have the results we want. Up to now, too 
much emphasis has lain on processes and techniques, too little 
upon the individuals to whom they are applied. 


It is not too difficult to provide a man with a pair of arti- 
ficial legs and teach him to walk upon them. The next ques- 
tion is where will he walk? There is no determination in the 
legs themselves, but the manner and direction of that deter- 
mination are none the less a part of rehabilitation,—concededly 
the most difficult part. Paradoxically, it is just that individu. 
ality which we must so sedulously cultivate and encourage that 
places so many obstacles in the way of success. Uunless it is 
encouraged, however, there can be no success worthy of the 
name. It is possible now for many, if not most, physically han- 
dicapped persons to get gainful employment without the onus 
of “made work.” But in any given case we must ask as well, 
was this the work he chose for himself, or was it chosen for 
him? Was he discouraged from trying something else he pre- 
ferred, or was encouragement lacking for a venture he wanted 
to try but feared to risk? Whatever aid he got, whatever train- 
ing, whatever gadgets, was he permitted to make up his own 
mind, to choose in own way? 


In promoting the cause of their rehabilitation, many have 
referred to the waste to society represented by disabled persons. 
The real waste, however, is not of so many mechanics or 
scholars or artists or scientists, but of the human beings who 
play these parts. The greatest danger a disabled man faces is 
not that he may lose his earning power but that he may, in 
boredom, apathy, and despair, lose the awareness of his own 
worth and dignity. The material phases of the problem, al- 
though not fully mastered, are at least well in hand. The time 
is come when, if the work is to be fruitful, we must reach 
toward those intangible values which give life meaning and 
savor,—toward a concept of rehabilitation which recognizes that 
man is, or is capable of becoming, a spiritual being. In -this lies 
his capacity to overcome almost any physical handicap. 


So the goals we seek in the rehabilitation of the disabled are 
none other than those we should choose to see established for 
all, handicapped or not. They are of the very substance of the 
democratic ideal and the American tradition. Nothing less 
will do. 


MORSE P. MANSON and GEORGE V. DEVINS, “Some Psy- 
chological Findings in the Rehabilitation of Amputees.” Journal 
of Clinical Psychology, Vol. 1X, No. 65-66, January, 1953. 


Rehabilitation workers are aware of differences in the course 
as well as in the degree of adjustment between different indi- 
viduals with the same or similar disabilities. For example, 
studies in rehabilitation of paraplegic patients show that the 
pretraumatic personality is a significant factor in determining 
how the patient reacts to and accepts his disability. Where the 
pretraumatic personality was sound and was characterized by 
extraversion, high feeling tone, and not too much intellectual- 
ization, response to rehabilitation was good. This was also true 
where the family constellation was closely knit and there was 
little or no family friction. Psychopathic personalities reacted 
poorly, as would be expected. 


Psychological findings in the rehabilitation of amputees re- 
ported by Manson and Devins parallel closely those found for 
paraplegics. These authors summarize their findings as follows: 
“Differences noted in rehabilitation activities undoubtedly are 
the products of personality structure and dynamics. If one is 
to hazard a prediction as to the course of rehabilitation, it 
would seem that the best criterion is the total life pattern of 
the individual with emphasis placed on techniques of meeting 
and resolving the frustrations and problems of daily living. 
Generally speaking, those who are inadequate, insecure, imma- 
ture, neurotic and psychopathic will have more difficulty in 
making the best use of their resources; these are the poorer re- 
habilitation risks. The mature, well-adjusted person is the better 
rehabilitation risk.” In arriving at their conclusions the authors 
made a rather detailed survey of the life histories and personal 
and interpersonal relations of their patients, and made group 
comparisons between those making good adjustment and those 
making poor adjustment to rehabilitation. 


—A. D. MUELLER, Ph.D. 
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Faditorials 


ACADEMIC BACKGROUND FOR TRAINING 
IN CORRECTIVE THERAPY 


Editor’s Note: Talk given at the Los Angeles Breakfast Club 
honoring Corrective Therapists in conjunction with the Ameri- 
can Association for Health, Physical Education and Recreation. 


Specialization is both the strength and weakness of 
the modern world, The remarkable developments of 
the past three centuries are largely the result of the 
great achievement and skill which come from a con- 
centration in interest and training. This emphasis 
upon specialization has also been the chief cause of 
man’s ineptness at those political and social skills 
that require the breadth beyond specialization which, 
in essence, is wisdom. 


The demands of modern life are so many and com- 
plex that any reduction in specialized skill would 
threaten the whole process of industrialized living. 
The entire framework of this complex existence rests 
upon a multitude of highly specialized skills. To re- 
duce them or eliminate them would probably collapse 
the whole system. On the other hand, this narrow 
expertness so reduces wisdom that man verges on 
general suicide. The only sound conclusion is that 
we must in some way have both specialization and 
wisdom, 


As responsible educators plan the curricula for new 
specialties, care should be taken that the projected 
training provide for a good general education in ad- 
dition to needed specialization, Accompanying the 
increased complexity of modern life is the develop- 
ment of various new professional specialties. One of 
the more interesting of these is in health and physical 
education, A definite name has not been settled upon. 
Some have suggested “ancillary therapy,” others “‘cor- 
rective therapy.” Pending further development, the 
term “corrective therapy” is used. 


What do these general observations have to do 
with training for the specialized service of the cor- 
rective therapist? Very much indeed! To be effective 
in his field of work the corrective therapist must have 
a highly specialized training. He must not be certi- 
fied to practice his profession without the prolonged 
specialized training necessary to a high level of skill 
in the best techniques of his art. But I believe he 
should have a background of general education as a 
foundation for this specialized skill. A carefully 
planned general training would serve at least three 
purposes: (1) the production of a more effective 
therapist, (2) the enrichment of the personal life of 
the therapist, and (3) the improvement of the thera- 
pist’s effectiveness as a citizen, 
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A word about each of these values of a good gen- 
eral education for the specialist may be of interest. 
The worker in this field is dealing with people. This 
fact means that his success will depend not merely 
upon his manipulative or other specialized skills, but 
equally upon the skill he has in working with human 
personality, The degree to which and the manner in 
which the patient responds to the treatment will de- 
pend in no small measure upon the quality of the 
therapist's personality, All of us know the incompar- 
able value of the bedside manner in a physician, A 
good general education thus should help to make the 
therapist a significant persons worth knowing and 
working with, as well as a skilled teacher. 

At the same time, the corrective therapist is a per- 
son with a life to live. As all thoughtful observers 
know, many, perhaps most, of us in modern life fol- 
low a rather narrow, impoverished existence. This is 
as true, and sometimes more true, of the professional 
worker as it is of the man on the industrial assembly 
line. The professional man may in his rushed, over- 
specialization have narrowed his interests and dulled 
his sensitivities to such a degree that genuine joy 
and the accompanying mental and physical health 
are impossible. 

The classical example of the personal effect of this 
narrowing of life is the great naturalist, Charles Dar- 
win. In his later life he confessed with much sorrow 
that his ability to respond to the beauty of music and 
poetry had been destroyed, This poverty of personal 
life not only spoils the quality of the professional 
man’s own life, but takes its toll upon his family and 
friends as well. An_ effective general education 
should do much to stimulate a development that will 
enrich the specialist’s personal life. 

The ineffectiveness of the highly specialized pro- 
fessional man in the area of citizenship is notorious. 
He may be unconcerned, as seemed to have been the 
case with the narrowly specialized German scholar 
or professional worker. He was inclined to spurn 
what he called politics until he found his academic 
freedom and integrity gone, or discovered . himself 
exiled or in a concentration camp as a result of a 
government controlled by demagogues, Or the pro- 
fessional worker may simply be so poorly. educated 
as to be ignorant of the duties and skills of citizen- 
ship in a democracy. Some acquaintance with history, 
sociology, psychology, political science, and even lit- 
erature should increase his sense of responsibility and 
his wisdom as a citizen, i 

Practcally, this wider ambition for the profession 
of corrective therapy means a curriculum carefully 


89 





planned to provide a good general background, as 


well as the specialized training necessary to maximum 
technical skill. For example, in the program offered 
for corrective therapists at Pepperdine College, in 
addition to his specialized courses, the student must 
complete a minimum of forty-five semester hours in 
a field other than his major. These general courses 
include a year of World History, a year of American 
History, including a study of the meaning of citizen- 
ship in a democracy, a year of English, and some 
study in psychology, religion, and the fine arts. Mere 
courses are, of course, not enough to give the breadth 
and depth of learning basic to wisdom, but all the 
courses, specialized and background, must be taught 
and studied so as to promote an understanding of 
basic principles. By these means it is hoped that the 
corrective therapist will not only be a skilled tech- 
nician, which he must be, but also a wise effective 
person and a responsible citizen. The same _prin- 
ciple, I believe, should apply to all professional and 
specialized training. 

E. V. PULLIAS, Dean 

Pepperdine College, Los Angeles 


TEAMWORK IN REHABILITATION 


Modern medicine has a rich tradition in humani- 
tarian effort. It began centuries ago when members 
of the family performed some. simple act of kindness 
that rendered the sick one in the family more com- 
fortable. Despite the fact that these ministrations 
were completely devoid of supportive scientific evi- 
dence as to their values as therapies, many of the ill 
recovered, This happens today, but the picture is 
changing rapidly. 

From these primitive or natural methods of caring 
for the sick the organized and well integrated care of 
the sick and disabled by carefully selected, thoroughly 
trained nurses and physicians, and the development 
of modern hospital facilities and equipment with 
trained laboratory technicians to operate them—the 
whole emphasis in medical care has changed. In the 
beginning it was relief from pain and discomfort; 
now, it is prevention of disease through adequate 
public health measures and education in health, a 
trend, with restorative medicine developing rapidly. 

As people become more health conscious, through 
the development of programs of health promotion, 
especially in the field of mental health, the commu- 
nity has become more keenly aware of the new em- 
phasis being placed on rehabilitation. This new em- 
phasis is on wholesome living in all of its aspects. 
To assist the doctor in this tremendously important 
talk, the development of many ancillary medical serv- 
ices or therapies, has become necessary. These an- 
cillary services should be directed and controlled by 
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the physician, He should be the undisputed leader 
of this team, but as in the case of Pasteur the chem- 
ist, Leuenhoek the cobbler, Sister Kenney the Austral- 
ian nurse, the contributions of all members of the 
team should be evaluated and integrated into this 
modern pattern of medical care. 

As great care is used in the selection and training 
of Corrective Therapists, as in the selection of med- 
ical students. Medical curricula, as those in the field 
of physical education are constantly being improved. 
The attributes of intelligence, a pleasing personality, 
a retentive memory, accuracy in observation, skill of 
eye and hand are just as necessary in all of the an- 
cillary therapies as in field of medicine. This com- 
bination of skill, scientific or artistic with an abun- 
dance of teaching ability, acquired or native, is just 
as essential for those to be trained in the ancillary 
therapies as is adequate training in the humanities, 
science and art, for physicians and surgeons. No one 
person or group can do well all that is required to 
rehabilitate the injured, handicapped or disabled. 
Each of the ancillary therapies has a special skill and 
only when effectively coordinated under the skillful 
direction of the physiatrist in charge of the team, 
will the prophecy of Dr. William Mayo, made 27 
years ago when he said, “Rehabilitation is to be a 
master work in Medicine,’ become a living reality, 
in the expanding program of modern medical care. 

Corrective Therapy, one of the five essential an- 
cillary therapies in the modern rehabilitation pro- 
gram, especially in the area of resocialization and 
reconditioning of the neuropsychiatrict patient, is 
making significant progress in the establishment of 
approved graduate study integrated with clinical 
training, much of it by affiliation with medical 
schools. Such training opportunities are now avail- 
able at several colleges and universities located 
throughout the country. 

New horizons beckon. Industry has been recogniz- 
ing the fact, that the handicapped worker has fewer 
accidents, when using machines, and his production 
rate is equal to, or better, than those without disa- 
bilities. 

Communities are recognizing, that money spent for 
rehabilitation of the handicapped, pays dividends in 
human happiness and production, that can never be 
matched by the cost of increasing, by legislation, pub- 
lic assistance or weliare allotments. The number be- 
coming disabled annually exceeds the output of the 
trained therapists. There is a shortage of physicians, 
surgeons, nurses, social workers and therapists who 
can be trained annually. Comparative figures show 
that there is an acute shortage of physical and occu- 
pational therapists. Trained Corrective Therapists 
graduated today with a master’s degree are immedi- 
ately placed in schools, rehabilitation centers and the 
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Veterans Administration Hospitals. 

Many words have been spoken in defense of the 
need for teamwork in rehabilitation. Much writing, 
expounding the value and economy of teamwork in 
rehabilitation, has been published but team work in 
action, as demonstrated when understanding and co- 
operation between the therapies attempting to return 
the disabled to their communities in the shortest 
possible time; restored medically; retrained in a vo- 
cation of which they are capable and resocialized to 
take their places in the life of their communities, will 
the full meaning of teamwork in rehabilitation be 
realized. 





DUES: VITAL TO OUR FUTURE GROWTH 

All non-profit, professional associations are de- 
pendent upon the payment of annual dues from the 
membership as their main source of income. These 
contributions from individuals enable the associa- 
tion to finance its activities for the benefit of all the 
members. Dues of the individual member must be suf- 
ficient to accumulate a reserve that will not only sup- 
port all of the activities but also provide the necessary 
funds for expansion. 

Our dues are inadequate considering our rapid 
growth in the past few years. The membership is prob- 
ably not aware of the fact that the Association News 
Letter is being underwritten by a friend who believes 
sincerely in the contribution our group is making to 
the total rehabilitation effort. The Journal is now pay- 
ing for itself but is entirely dependent upon advertis- 
ing for support. More advertising or an increase in 
dues is necessary before a monthly and an enlarged 
professional Journal is possible. 

At the récent meeting of the Executive Board in 
Washington, D. C., it was the judgment of the group 
that an increase in the dues has become inevitable, 
A headquarters was established and this will re- 
quire more income.* The history of most professional 
associations has shown that an increase of the amount 
of dues is a necessity unless other fund-raising meth- 
ods are employed, The Executive Board anticipated 
that the 1953 membership drive would supplement 
the income so that an increase of dues might be temp- 
orarily postponed. The response thus far has been en- 
couraging but is not enough. The drive must con- 
tinue. New types of membership have been adopted. 
This will make many professional workers in allied 
medical specialties eligible for membership. 

Even this will not be enough. The dues must be 
increased, This vital question will be on the agenda 
for the Representative Assembly Meeting in July at 
the Convention in Washington, Discuss this important 
step in your local groupps and chapter meetings: It is 
actually not a question of “shall the dues be in- 
creased?” It is a question of “how much?” 


*See p. (1) for Headquarters Address. 
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Chapter Activities 


NEW ENGLAND CHAPTER 


rhe first joint meeting of the New England chapters of the 
Association for Physical and Mental Rehabilitation and the 
American Association of Rehabilitation Therapists was held on 
January 24, 1953, in conjunction with the Regional organization 
of Music Therapists. This successful conference was attended 
by 125 persons representing hospitals, schools, and clinics in 
New England, New York and New Jersey. Organized as a con- 
ference on adjunctive therapies the meeting emphasized the 
various interpersonal relationships which develop in a rehabili- 
tation program. 


Anytttegnttegettoytt 
ONO UNTL) 


The morning session was devoted to individual _ business 
meetings. Present to speak to the members of the APMR were 
President Thomas Fleming and Treasurer Lou Mantovano. 
President Fleming reported on the activities of the Association 
on the national level including the coming Washington con- 
vention, professional standards, membership and_ legislation, 
while Lou reviewed the data he has received as a result of the 
educational questionnaires which were distributed during the 
past year. 

During the afternoon the three groups met in a general as- 
sembly for the clinical session. The first speaker, Dr. Jacob 
Rudd, outlined briefly the growth of Physical Medicine and its 
various sections. He indicated that, while there was some minor 
overlapping in the duties of the sections, this was unavoidable 
and that, since all specialties arose from a need, the various 
therapies should work together to fulfill the objective of pro- 
viding the best medical care possible within the limits of the 
individual department. Dr. Max Day discussed the importance 
of a good relationship between the therapist and the patient— 
emphasizing that it must be strictly on a professional level. 
Several case histories were cited wherein the relationships were 
of a non-professional nature to show the poor results which 
accrued as a result of this type of technique. Dr. Day also 
emphasized the importance of punctuality and truthfulness on 
the part of the therapist when dealing with patients especially 
within a neuropsychiatric program. 

The patient’s point of view regarding disability and rehabili- 
tation was described in an excellent round table discussion by 
William Fitzgerald and Joseph Press. The speakers listed over- 
sympathy from solicitous relatives and friends as the worst of 
the many problems a permanently disabled person must face, 
and described the way that they wanted to be treated by rela- 
tives, friends and therapists. 

“The Role of the Therapist in Physical Medicine and Rceha- 
bilitation” was the topic discussed at the meeting of the N. E. 
Society of Physical Medicine on March 18th. The Society met 
at the Boston V. A. Hospital. Representatives of the adjunc- 
tive therapies participated in the discussion. 





EASTERN STATES CHAPTER 

A recent activity of the Eastern States Chapter of the Associ- 
ation is the announcement of an Educational Clinical Session 
to be held at the Institute of Physical Medicine and Rehabili- 
tation, 400 East 34th St., New York City. There will be an 
address of welcome by the President, Eleanor B. Stone. Dr. 
William Bierman, M.D., Chief, of Physical Medicine and Re- 
habilitation, Mt. Sinai Hospital, New York, will serve as chair- 
man of the meeting. The speakers will be: Kurt Janssen, Chief, 
Rehabilitation Unit, United Nations; subject, “Current Plans 
of the United Nations in Rehabilitation,” and Josephine L. 
Rathbone, Ph.D., Professor of Corrective Physical Education, 
Teachers College, Columbia University, who will present— 
“Rehabilitation in India.” While this type of program is not 
easily arranged in all Chapters, it is illustrative of the type of 
program that is very desirable for all Chapters everywhere. 

At the February 13, 1953 business meeting, the Eastern Sec- 
tion of the New York State Chapter voted to change its name 
to Eastern States’ Chapter of the A.P.M.R. The states of New 
York, New Jersey, and Connecticut were included in this Chap- 
ter. This change was voted upon recommendation from the 
national committee on chapters and also from the legal com- 
mittee of the national association. It was also brought forth 
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that chapters on a state level will be encouraged as soon as 
groups have a suffiicient number of members to qualify for 
chapter status but there should not be more than one chapter 
per state. Warren Landon, Chief, C. T. Canandaigua, has been 
voted a vice-presidency in the newly formed Eastern States’ 
Chapter. Mr. Landon in his new capacity can continue to afford 
excellent leadership to members of the newly formed group 
from his area, and in addition will serve on the executive board 
to assist other officers of this chapter in planning overall func- 
tions representing the Eastern States Chapter. A motion was 
also passed that the present slate of officers and committees 
carry on their functions in the Eastern States’ Chapter. 

The tentative constitution was provisionally adopted upon 
recommendation of the Constitution Committee. The Committee 
will study and revise the constitution if necessary so that it 
will be ready for adoption at a future meeting. We are also at 
work on a Code of Ethics for our Chapter. There should be 
ready for adoption in the near future. 


MID WEST NEWS 


Dr. Peter A. Volpe has been appointed as Manager, V. A. 


Hospital, Hines, Illinois. He was formerly associated with the 
V. A. at Aspinwall, Pa. He is a member of the Society of Phys- 
ical Medicine and Rehabilitation, therefore vitally interested 
and active in the field of Rehabilitation. 


Mr. Elias A. Ellis transferred to the V. A. Hospital, Hines, 
Illinois, from Canadaigua, New York. Mr. Ellis was Chief. of 
Corrective Therapy and then held the position of Executive 
Assistant, Physical Medicine and Rehabilitation at Canadaigua 
before transferring to Hines as Executive Assistant of Physical 
Medicine and Rehabilitation. . 

The Physical Medicine and Rehabilitation Service at Hines 
V.-A. Hospital have recently appointed three Physiatrists to 
their staff: Dr. Reuben R. Wasserman, Dr. Eugene H. Weissen- 
berg and Dr. Erma A. Smith. 

Physical Medicine and Rehabilitation is becoming more pop- 
ular and to enhance the popularity even more, the Blind Cen- 
ter at Hines is making a film called “The Long Cane.” This is 
an educational film telling the story of the use of the long 
cane by the blinded veteran. The producer is Dan Sidday. The 
following people from the V. A. Hospital at Hines, Illinois have 
been selected to participate in this new film: Russ Williams, 
John Malamazian and Evert Bjork. 








LY Book Reviews 


LAW OF HOSPITAL, PHYSICIAN, AND PATIENT, by 
Emanuel Hayt, LI. B., Lillian R. Hayt, M.A., J. D. and 
August H. Groeschel, H.B., M.D., M.S., 804 pp, $10. Pre- 
pared in collaboration with the American College of Hospi- 
tal Administrators, 2nd edition, Revised and Enlarged, 1952 
Hospital Textbook Co., New York, New York. 

This is a complete and comprehensive textbook containing 
fifty-four chapters related to hospitalization, the practice of 
medicine, and the legal aspect as related to all phases of the 
care of the patient, both in illness and accident. 

A revision of the first text containing hospital law, this 
new and enlarged book contains a combination of hospital ad- 
ministration and law. The major topics discussed are as fol- 
lows: 1. The law and its administration; 2. Hospital organization 
and administration; 3. Hospital liability for personal injury; 4. 
Hospital services and administrative procedures; 5. Professional 
care of patient; 6. Confidential information and medical rec- 
ords; 7. Contractual relationships and obligations. 

This book should be in the library of every hospital, adminis- 
trator and physician. All personnel concerned with the treat- 
ment of the patient (the nurse, therapist, X-ray technician, 
laboratory assistant, etc.) would find the information especially 
valuable pertaining to the professional practice. 








ADT 
THIS HOSPITAL BUSINESS OF OURS, by Raymond P. Sloan, 

321 pp, $5.00, 1952, G. P. Putnam’s Sons, New York, New 

York. 

This book interprets the functions of the American hospi- 
tal for the lay public. It explains briefly in everyday terms 
the numerous problems with which it is faced. 

The first section of the book describes the background of 
hospitals, and the enormous sums of money involved in their 
operation. An analysis of the function of hospital departments, 
board of directors, administrator, and medical staff is outlined 
as the author takes the reader behind the scenes of operative 
procedures. 

Following these basic facts, section two discusses the role of 
the trustee concerning the administration, fund raising prob- 
lems, medical staff, personnel, etc. 

\ most interesting, informative and briefly written text. 
Hospital personnel such as physicians, nurses, administrators 
would find it most interesting and enlightening. 

ADT 
MANUAL THERAPY: By James B. Mennell, M.D., Consult- 
ing Physician in Physical Medicine, St. Thomas’ Hospital; 
Vice-President and Hon. Fellow, Chartered Society of Physio- 
therapy, London, England. Lexide, $225, 64 pages with 
9 illustrations. Charles C. Thomas, Publisher, 301-327 East 
Lawrence Ave., Springfield, Illinois, 1951. 
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For those who are plagued by the constant race against time, 
particularly as it concerns keeping or attempting to keep up 
with one’s reading, this handy compendium will be welcome. In 
relatively few pages it contains a good deal of the practical es- 
sentials of message, therapeutic exercises and joint manipulation. 
Because the author is a physiatrist of excellent repute he may 
be allowed some liberty in taking a definite stand on certain 
questions which others might be prone to dispute. Certainly 
this does not detract from the value of this monograph. In fact, 
for the discriminating and discerning reader controversial ma- 
terial may well serve as a stimulus to consult larger works on the 
subject. 

In the introductory chapter a few pages are devoted to the 
origin and history of the use of the human hand in therapy. 
The chapter on massage presents some common misconcep- 
tions regarding its value and application. The physiological ef- 
fects and various forms of message are also described. Of un- 
usual interest among the latter is the use of a “Bier’s cupping 
glass” with attached rubber suction bulb presented as an adapta- 
tion of the manual treatment of skin-rolling. Passive, assistive 
and resistive movements are discussed in three short chapters. 
The latter should be of particular interest to corrective thera- 
pists. Dr. Mennell prefers to substitute the term “Relaxed 
Movement” for passive movement and wisely sets forth his 
arguments supporting his preference. The final chapter is on 
joint manipulation, forced movement, as well as its applica- 
tions and rules to be observed. 

The subject matter is clearly and succinctly presented in 
keeping with a work of this size. Some of the finer points of 
the therapeutic modalities described herein are well outlined 
with proper emphasis on suitable precautions. The value of 
this monograph would have been enhanced had an index and 
bibliography been included. I believe it is particularly import- 
ant for monographs like this to have a list of references 
for the more diligent reader. Nevertheless, this little volume 
can be highly recommended as a worthwhile evening's reading 
and as an addition to the personal library of those concerned 
with the aforementioned forms of therapy. 

Frederick J. Balsam, M D. 
DIAGNOSTIC MANUAL IN SPEECH CORRECTION: A 
Professional Training Workbook, by Wendell Johnson, 
Ph.D., Frederic L. Darley, Ph.D., and D. L. Spriesterbach, 
Ph.D., 222 pp., $2.50, Harper and Bros., 49 E. 33 St., New 
York 16, New York 

Diagnostic Manual in Speech Correction presents for the first 
time a single text containing standardized sets of diagnostic forms 
pertaining to all of the major speech disabilities. The authors 
suggest outlines to be followed to aid in obtaining the salicnt 
case history information. The therapist is then provided with 
an individual diagnostic form which when administered reveals 
those features of the speech defect that aid in both the evalua- 
tion and planning of the speech therapy program. 

Where it is felt by the authors that the reader may desire 
more information than is offered in the introduction to each 
of the diagnostic forms, excellent references are suggested. 

This manual will be immediately recognized by all engaged 
in the speech field as an extremely valuable tool for use in 
teaching, diagnosis, and therapy. ‘ 
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News and Comments 


AWARDS COMMITTEE 

rhe following members of the Association have signified 
their willingness to serve on the Awards Committee: Sam 
Boruchov, Area I; Chris Kopf, Area II; John Dixon, Area III; 
Leon Edman, Area IV; Harlan Wood, Area V; and Burr Zach- 
ary, Area VI. These members were selected for this committee 
to give representative to the membership throughout the six 
geographical areas recognized by the Association. Each com- 
mittee member is an elected representative of the Association, 
being either a member of the Representative Assembly or a 
Chapter Officer. In addition, they are for the most part charter 
members of the Association and well qualified to carry out the 
functions of the Awards Committee. 


The over-all objective of the committee is to evaluate the 
present award system and to recommend any changes that are 
felt necessary to register improvement. It must assist in the 
selection of candidates for the various awards and see that they 
are prepared and presented to worthy recipients. 

At the present time committee members are receiving recom- 
mendations for the candidacy for the John E. Davis Award. 
This award is given annually in honor of the founder of our 
Association and is designed to recognize outstanding accom- 
plishment in the field of rehabilitation. All recommendations 
should be accompanied by a statement of accomplishment. 

The Award was initiated in July of 1951 in Los Angeles by 
an official act of the Board of Directors and the Representa- 
tive Assembly. The first award was presented to Dr. John E. 
Davis for his outstanding leadership in the field of rehabilita- 
tion. The formal presentation took place at the Sixth Annual 
Convention held in Milwaukee, Wisconsin, in 1952. 

Suggestions from the membership for ways and means of 
improving the present system for awards will be appreciated 
by the committee. 


EXERCISE THERAPISTS WANTED 

Vacancies exist for Exercise Therapists, grade GS-5, $3410 
per annum, at Fort Meade, South Dakota, V. A. Hospital and 
VAMTG Hospital, Memphis, Tennessee. Applicants must have 
successfully completed the requirements for graduation from a 
school of physical education or an accredited college, univer- 
sity, or teacher-training institution with a major in physical 
education, or study which included or was supplemented by at 
least 24 semester hours toward such a major. 

At least 20 of the 24 semester hours must be in such courses 
as corrective and remedial exercise, physiology of exercise, prin- 
ciples of physical education, techniques of sports and games, 
hygiene, first aid, methods or principles of teaching physical 
education, therapeutics, sports for the physically handicapped, 
mental hygiene in physical education, physiology, kinesiology, 
human anatomy, psychology, or pathology. Four semester hours 
may be in such basic related courses as bacteriology, physics, 
chemistry, or biology. 

In addition, this education must have included or been sup- 
plemented by at least one course in clinical practice in thera- 
peutic exercise in which patients participate upon prescription 
of a doctor of medicine. (Six months of such experience may 
be presented in lieu of this course.) 





THE INCREASE IN LIFE EXPECTANCY— 
FOR WHAT? 


(Taken from The Rehab Counselor of the Vocational 
Rehabilitation Division, Tennessee Department of Education) 


Improvement in the health of the American people since 1900 
constitutes one of the great achievements of the past half cen- 
tury. It has been estimated, from fossil findings, that in pre- 
histric times, the average. man lived about 18 years, his life 
frequently terminating in violent death. This had advanced to 
around 25 during the time of the ancient Romans and by 1900, 
in the United States, had reached an unprecedented 49.2, a gain 
of nearly 100 percent in 2,000 years. From an average lifetime of 
man’s life expectancy in the United States to 67.2 years, a gain of 
more than 18 years in less than 50 years. 
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When asked at the beginning of 1950 to comment on the 
events of greatest significance which had occurred in the first 
half of this century, Mr. Bernard M. Baruch, with his usual 
sagacity, listed the increase of man’s life span by 18 years in 
a period of 50 as having more profound medical, economic 
and social implications than such things as atomic energy, 
air transportation and communication. The problems which 
we face as a result of increased longevity are problems which 
extend far beyond any one discipline, agency, or group; they 
are problems for the nation as a whole. 

The society wihch fosters research to save human life cannot 
escape responsibility for the life thus extended. It is for science 
not only to add years to life; but more important, to add life 
to the years. 

Until medicine finds the specific answers to the problems 
of the diseases of the heart and circulation, rheumatic fever 
and arthritis, cerebral palsy, multiple sclerosis, poliomyelitis, 
and other crippling diseases, we must utilize the techniques of 
physical rehabilitation, psychology, social service, vocational 
counseling, and the auxiliary specialities to teach the disabled 
to live within the limits of their disabilities but to the full 
extent of their capacities. 


ARNOLD LERMAN A BUSY INVENTOR 


Arnold Devises, Inc., have developed such devices as hand 
controls which permit the disabled to drive cars—a new hand 
control, that is not only an improvement over the original, but 
tlso adapted to cars with standard conventional shift. This new 
hand control will operate the gas, brake and the clutch. Lerman 
also has a device that will permit the handicapped driver, to 
raise, or lower, the headlight beans of this car. Arnold De- 
vices have opened to the handicapped many doors formerly 
closed to him by marketing a lever that narrows the collapsible 
wheel chair. 

Among his latest devices: for the handicapped, in addition 
to the new hand controls already mentioned above, is an 
elevating seat for collapsible wheel chairs. This will facilitate 
the transfer from a bed to the wheel chair, wheel chair to a 
car, and vice versa. Lerman also introduced the Ambuleite Serv- 
ice, Inc., one of his latest ideas, which provides a means of trans- 
portation for wheel chair riders, or those otherwise incapacitat- 
ed. Ambulette Service, Inc., has available, for nominal weekly 
or monthly rates, on a 24 hour call, a Cadillac limousine, with 
chauffeur, in which can be carried a wheel chair, thus permit- 
ting the passenger to be transported to his destination with- 
out having to leave his wheel chair. 

Arnold Devices, Inc., also operates an auto-school, Arnold 
Auto School, Inc, teaching paralyzed, and other disabled, per- 
sons to drive hand controlled cars. His cars are dual controlled, 
and best equipped insofar as safety is concerned. Ten 1-hour 
lessons will cost the learner $45., and when he is ready to apply 
for his license, Arnold's school will take him for his driver's 
test. Arnold is now in the midst of designing a new type of 
wheel chair that will go up steps. 

For further information re: any of the above devices, ideas 
or services, write or visit Mr. Lerman at 310 East 34th St. 
New York or call LExington 2-5989. 


POSITIONS ACCEPTED 

H. Harrison Clarke, Director of Graduate Study at Spring- 
field College, Springfield, Massachusetts, has accepted a position 
as Research Professor of Physical Education at the University 
of Oregon. He will start his new duties in September. 

Harvey E. Williams, Associate Professor of Rehabilitation at 
Springfield College, has accepted a position with the San Fran- 
cisco State College, San Francisco, California. 

We, of the association, wish both of these men “The Best of 
Everything” in their new challenges. 


NEW REHABILITATION BOOK 


Everest and Jennings, pioneer manufacturers of folding metal 
wheel chairs, announces that they are stocking in quantity a 
new manual titled “Physical Rehabilitation for Daily Living.” 

The book is an illustrated manual for the—as a patient once 
said, “all the little things that make you miserable when you 
cannot do them . . . like putting on your shoes, or eating your 
soup, or switching on the light, or getting from the bed to the 
wheelchair, or walking through a door.” These are the things 
which make the difference between constantly needing help 
and being on one’s own. 








The author stresses that the only way of learning these ac- 
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tivities is through exercise. So the purpose of the book is “to 
continue teaching methods for a basic exercise and daily-activity 
program for patients with disabilities of the lower extremities.” 
Topics covered include functional training, bed and mat exer- 
cises, wheel-chair exercises, self care, ambulation, elevation and 
travel on crutches, and special problems concerning wheel 
chairs, braces, A.D.L. testing, and equipment and furniture for 
A.D.L. More than 475 photographs illustrate the manual. 

The author of the book is Edith Buchwald, Director of Re- 
habilitation Courses for Physical Therapists at the Institute 
of Physical Medicine and Rehabilitation, Bellevue Medical 
Center, New York University. Collaborators were Drs. Howard 
A. Rusk, Chairman of the Department, George C. Deaver, and 
Donald A. Covalt. The book was published by McGraw-Hili. 

“Physical Rehabilitation for Daily Living” may be ordered 
from Everest and Jennings, 761 North Highland Avenue, Los 
Angeles 38, California. The price is $7.50 per copy. 


MONOGRAPHS OF M.S. SOCIETY 

Harold R. Wainerdi, M.D., Acting Medical Director, has 
written the editor: “We are extremely anxious to cooperate 
with those who are working in the field of multiple sclerosis 
and when supervised by physicians our material is available 
without charge. On the other hand, where this material is to 
be used for other interests, we are compelled to make extremely 
modest charges for publication and shipping. I know you will 
appreciate the fact that our Society is supported by contribu- 
tions from patients and their relatives whose principal interest 
is multiple sclerosis and as much as we would like to do so we 
cannot begin to supply our material when it is to be applied 
elsewhere.” 

\ copy of the order blank appears below: 

Multiple Sclerosis—Application for Rehabilitation Techniques, 
50c each. A Home Program for: Independently Ambulatory 
Patients; Patients Ambulatory with Aids; Wheel Chair Pa- 
tients, and More Confined Patients, 25c each. These mono- 
graphs may be purchased from the National Multiple Sclerosis 
Society, 270 Park Avenue, Suite 7G, New York 17, New York. 

It is believed that many of our members will want to secure 
copies of these educational monographs and inform others 
where they may be procured. 


MEDICAL SURGICAL CONFERENCE— 
BAD KREVZNACH, GERMANY 


Lieutenant Lester W. Daniels, M.S.C., Physical Recondition- 
ing Officer, at the 20th Station Hospital and formerly at the 
VAMTG Hospital, Memphis, Tennessee, has sent a copy of the 
prog: m of this conference. “C. T.’s” in the United States will 
be interested to know that “Les” presented a paper on—*What 
the Medical Officer can Expect from Physical Reconditioning.” 
Excerpts from “Les’” paper appeared in the January issue of 
the Medical Bulletin of the U. S. Army, Europe. He promises 
the paper for the Journal when approved by the Surgeon Gen- 
eral’s Office. The paper contains a comprehensive Bibliog- 
raphy. 

1. Alfred S. Taylor: “Injury to the Brachial Plexus” in Lewis: 
“Practice of Surgery,” vol. 3, Ch. 7, p. 21, 1929. 

2. Julia Singer Haller and Arno David Gurewitsch: An Ap 
proach to Dynamic Posture Based on Primitive Motion Pat- 
tern. Arch. Phys. Med. 10: 6333 . 1950. 

3. Julius Wolff: “Gesetz der Transformation der Knochen” in 
R. W. Lovett: “Lateral Curvature of the Spine,” Boston 1912, 
ch. 3. p. 40. 

4. V. T. Saunders, Le Roy C. Abott, V. T. Inman in “Journal 
of Bone and Joint Surgery,” Vol. XXVI, No. 1, pp. 1-30. Jan. 
1944. 

5. The writer studied the methods of Detlef Neumann-Neurode 
in his School for Baby and Children Gymnastics in Berlin, 
Germany. 


TWO CORRECTIVE THERAPY DEVICES CITED IN 
MANAGEMENT IMPROVEMENT BULLETIN MIB3 


The March issue of this Management Improvement Series, 
contains illustrations of a Wheel Chair Adapted for Above 
Knee Amputees and an Adjustable Thigh Spreader. The wheel 
chair device was developed by Leslie Root, V. A. Hospital, 
Wood, Wisconsin. The Adjustable Thigh Spreader was devel- 
oped by Charles H. McHugh, VAMTG Hospital, Memphis, 
Tennessee. 

Before the development of the wheel chair device, many above 
knee amputees developed flexion contractures in the hips from 


94 


sitting incorrectly in their wheel chairs. Once contractures de- 
veloped, it was almost impossible to fit such patients with a 
prosthetic device. After using this device for eight months the 
seven patients who used the device were approved for fitting 
of prosthesis. Four patients had hip contractures of from 10 
to 30 degrees flexion prior to using this special device. Three 
patients who did not have contractures, but might have de- 
veloped them unless preventative measures were taken, also 
used the chair. 

Before the development of the Adjustable Thigh Spreader, 
there was a need for a mechanical device to spread the thighs 
of patients with adductor spasticity. After this device was de- 
veloped it was found to help relax spasticity prior to brace 
ambulation; to help prevent decubitus ulcers by keeping the 
thighs apart; to serve as a mechanical aid in correcting certain 
deformities when a patient cannot be operated on and in cases 
of marked spasticity to simplify the giving of enemas. 

It is the invention of such devices that help both patient and 
therapist to speed recovery. The satisfactions and economic 
advantages derived from the Veterans Administration Incentive 
and Efficiency Awards, continue to stimulate Corrective Thera- 
pists to be on the alert to increase job efficiency and perform- 
ance. Report your latest device, it will help others. 


REHABILITATION MAJORS' CLUB 

Graduate Students in the Rehabilitation major at Springfield 
College have organized a Rehabilitation Majors’ Club with Gil 
Wolf as Chairman and Harvey Williams as faculty advisor. The 
purpose of the club is two-fold in that it will help develop 
the students professionally beyond the classroom activities 
through meetings featuring speakers, films, study projects, etc., 
and as a vehicle through which they may get better acquainted 
by sponsored social events and recreational activities. 

This being a new thing, the students would like to exchange 
ideas and suggestions with other similar college groups. 

At the initial meeting of this club, Corrective Therapists, 
Ambrose LaVigne and Frank Deyoe, led an informal round 
table discussion on “Problems of the Beginning Corrective 
Therapist.” Considerable interest was shown in the questions 
relating theory to practice, patient-therapist relationships, pro- 
fessional ethics and the relationships between the adjunctive 
therapies and the physicians. 

Correspondence is invited and should be directed to: Mr. 
Gil Wolf, Box 508, Springfield College, Springfield, Mass. 


HOUSE COMMITTEE ON EDUCATION AND 
LABOR, DINNER GUESTS OF AMERICAN 
FEDERATION OF THE PHYSICALLY HANDICAPPED 


Members of House Committee on Education and Labor, at 
a dinner sponsored by the Federation, at the National Press Club 
Auditorium February 19. 

Speakers outlined the need for a program for the physically 
handicapped as contained in the pending bill to establish a 
FEDERAL AGENCY FOR HANDICAPPED. Admiral Mahlon 
S. Tisdale, USN-Ret., gave the veteran’s viewpoint; Jennings 
Randolph and Arthur Clarendon Smith, that of the business 
man; Dr. Merle E. Frampton, Principal, New York Institute 
for the Education of the Blind, the educators; Dr. William 
Thornton Spence, the physicians; while John M. Baer, famed 
cartoonist and representative of the AFL Union Label and 
Service Trades Department; Robert Oliver, Assistant to CIO 
President Walter Reuther, and James Mark, Jr. National Legis- 
lative Representative, United Mine Workers, presented the case 
for Labor. 


Paul A. Strachan, President, American Federation of the 
Physically Handicapped cited the inadequacies of the present 
Federal-State program, and the need for immediate enactment 
of the FEDERAL AGENCY FOR HANDICAPPED bill, show- 
ing that of the 30,000,000 in some degree now disabled, more 
than 7,000,000 are from 60% to 100% disabled, and some 350,000 
are disabled annually, in industry alone, while the Federal State 
program only processed some 61,000 of these, in 1952. These 
significant statistics show the magnitude of the problems of 
Physical and Mental Rehabilitation. 


NEW ENGLAND AREA NEWS 


The National Society for Crippled Children and Adults has 
notified Dr. Jacob Rudd, Assistant Chief of Physical Medicine 
at the Boston VAH, that his article “Total Education of Physi- 
cally Handicapped Children,” which appeared in the Corrective 
Therapy Journal, has been included in the bulletin on Current 
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Literature for workers with the handicapped. 

Recent transfers of PMRS Personnel in New England have 
Dr. Jonn Bisgrove returning to Cushing VAH as Chief, PMRS. 
He replaces Dr. Fritz Friedland who has transferred to the 
Boston VAH as Chief, PMRS. Dr. Sidney Licht, formerly at 
the Boston hospital has returned to his position at the V. A. 
Area Headquarters. 

Several items have been seen recently describing the new 3 
million dollar rehabilitation center sponsored by the New 
Hampshire Society for Crippled Children. The center is located 
at Crotched Mountain, near Greenfield, N. H., and about 68 
miles from Boston. Announced objectives of the center are a 
continuous program for physical restoration and related re- 
habilitation services for physically handicapped children and 
adults. Residents of New Hampshire in need of service who 
cannot pay will be admitted free, but service costs for out-of- 
state patients will have to be paid for from some source. The 
first activities for the adult program of the center are ex- 
pected to begin this spring. Included in the plans are a farm 
and the installation of equipment for teaching various trades. 

Charles Bader, Chief of Corrective Therapy, and Corrective 
Therapist, Pat Perrino, from the Togus V. A. Hospital in 
Maine, have been guest speakers for the Community Service 
Clubs. 

Recently, Mr. Bader spoke to the Gardiner, Maine, Rotary 
Club at their noon luncheon. He stressed the importance of 
Corrective Therapy as it relates to the physically and mentally 
disabled patient. This included aiding the patient to care for 
his daily needs so that he could lead a more independent and 
useful life; helping the patient to return to more adult be- 
havior through active participation in exercise and activities 
which stimulate social awareness. 

As a result of his Rotary talk, Mr. Bader has been invited by 
the Deputy Commissioner of Education for the State of Maine 
to address the state Principals’ Association at their meeting on 
May Ist. It is expected that some 200 secondary school prin- 
cipals will be present at this spring meeting. 

Mr. Erastus Pennock, Professor of Physical Education at 
Springfield College, and an active member of our organization, 
has completed plans for his sixth year as director of the West 
Springfield YMCA pool program for the handicapped. Under 
medical supervision and financed mainly through the efforts of 
the West Springfield “Y,’’ Mr. Pennock has supervised a group 
of therapists and physical educators in conducting a therapeu- 
tic recreational program, which has gained national recogni- 
tion, for all ages and types of handicapped people. 

Graduate students in “Physical Education and Recreation in 
Rehabilitation” at Springfield College are making a significant 
contribution to research in the field this year. Fifteen members 
of the group are working on a Masters degree thesis in studies 
involving muscle fatigue, conditioning, and cross education. 
Most of the work is jointly sponsored by Springfield College 
and the Quartermaster Corps of the Army and is being directed 
by H. Harrison Clarke, Director of Graduate Study, and Don- 
ald K. Mathews, Laboratory Supervisor. 

Vincent W. Anderson presented a short discussion on the 
subject “What is Corrective Therapy?” to the Women’s Club of 
the Framingham Baptist Church. “Vince” outlined a complete 
corrective therapy program which included an explanation and 
demonstration of various self-aid devices used in the rehabili- 
tation of quadriplegic patients. 


HANDICAPPED HOLD IMPORTANT PLACE 
IN OUR ECONOMY 


Leading the program in the opening sessions of the Third 
National Conference on Placement of Severely Handicapped, 
sponsored by the American Federation of the Physically Handi- 
capped, at the American Legion auditorium, Mrs. Ivy Baker 
Priest, Treasurer of the United States, said the handicapped 
should hold an important place in our economy structure and 
praised the American genius for doing so much for the amp- 
utees. 

Mrs. Priest’s talk followed a demonstration by amputees of 
the new devices on artificial limbs, which was directed by 
General F. S. Strong, National Research Council’s Committee 
on Artificial Limbs. The demonstration was with five ampu- 
tees, four veterans and one civilian. 

The orthopedic equipment consisted of cineplastic limbs, 
including legs with hydraulic knees. The amputees who demon- 
strated the artificial limbs were: Herbert Kramer, Long Island, 
New York; Sergeant Alfonzo Spencer, Red House, Virginia; 
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Lieutenant Daniel Dennehy, Walter Reed, AF, Forrest Glen 
Annex; Lieutenant Albert Clark, Walter Reed, Forrest Glen 
Annex, and Allan McCague, Columbia University. 

General Strong said, “We are trying to arrange for a worth- 
while program tor all amputees, war veterans or civilians, who 
need artificial limbs as a result of accidents, disease or battle. 
We are arranging for a nation-wide educational program on 
artificial limbs for upper extremities. Those who lose arms are 
in need of such a program. So, for further research and edu- 
cation we have established a school at the. University of Cali- 
fornia, at Los Angeles, for limb-fitter therapists. There will be 
ten sessions of six weeks each, for the study of new devices, for 
the next year or so. So much can be done for men who lose 
arms and any part of their upper extremities. Surgeons and 
doctors are not completely familiar with new devices so they 
are invited to attend this school.” 


CLINICAL TRAINING APPROVED 

Springfield College has become officially affiliated with the 
U. S. Veterans Administration for the clinical training of physi- 
cal educators for work in hospitals and institutions for the 
handicapped, college officials have announced. 


Springfield’s new recognition was established this week 
through the Washington Office of Dr. A. B. C. Knudson, Chief 
of Physical Medicine and Rehabilitation in the V. A. Central 
Headquarters in the capitol. 

The new arrangement between the college and the V. A. 
is the first college graduate program of its kind established in 
the country. The purpose of the affiliation is to train men for 
physical education, recreation and rehabilitation positions in 
specialized institutions for the handicapped, including hospitals 
operated by the Veterans Admnistration. 


Thirty Springfield College graduates now studying in the 
major will begin full time resident field work experience in four 
veterans hospitals beginning in June. Two weeks of residence 
are scheduled for the Northampton V. A. Hospital followed by 
a month of residence in either Cushing Hospital in Framing- 
ham, the Boston V. A. Hospital or the Brooklyn V. A. Hospital. 


In addition to placement in V. A. hospitals, Prof. Harvey 
Williams, faculty adviser to SC students studying in the major, 
stated that through this program Springfield College “has 
made and will make a significant personnel contribution not 
only to V. A. hospitals but also to state institutions and schools 
for specialized education for handicapped children.” 

Through the years Springfield has placed hundreds of its 
graduates of rehabilitation in schools and institutions for handi- 
capped patients. The new honor given the college is in “rec- 
ognition of the fine work done by Springfield in preparing 
physical educators for work as corrective therapists in V. A. 
hospitals.” Dr. Arthur A. Esslinger, director of physical edu- 
cation, and Dr. H. Harrison Clarke, director of graduate study, 
supervise the rehabilitation program at the college. 





MEETINGS OF PROFESSIONAL INTEREST 


May 4-9 American Psychiatric Association, Los Angeles, 
California 

American Medical Association Annual Conven- 

tion, New York City, N. Y. 

June 14-20 30th Annual Conference of the American Phys- 
ical Therapy Association, Dallas, Texas. 

June 22-26 Convention of the National League for Nurs- 
ing, Cleveland, Ohio. 

July 29-24 Annual National Convention of the Association 
for Physical and Mental Rehabilitation, May- 
flower Hotel, Washington, D.C. Dr. John E. 
Davis and Mr. Tom Swierlein, Co-chairman, 
Veterans Administration, Central Office, Wash- 
ington 25, D.C. 


June 1-5 


Aug. 31 31st Annual Conference of the American Con- 

Sept. 4 gress of Physical Medicine and Rehabilitation, 
Palmer House, Chicago, Illinois. Walter J. 
Zeiter, M.D., Chairman, 30 N. Michigan Ave., 
Chicago, Il. 

Aug. 31 The World Medical Association, Amsterdam, 

Sept. 6 Holland 


Sept. 7-12 The World Congress of the World Confedera- 
tion for Physical Therapists, London, England 

Sept. 14-19 International College of Surgeons, Hotel 
Waldorf-Astoria, New York City, New York. 
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SELECTED REFERENCES FOR CORRECTIVE THERAPISTS 


PHYSICAL MEDICINE REHABILITATION: A BIBLIOGRAPHY 

References selected by Physical Medicine Rehabili- 

tation Division, Veterans Administration, Washing- 

ton, D. C. (References verified and arranged by the 

Medical and General Reference Library, Veterans Ad- 
ministration, Washington, D. C.) 


BOOKS AND PAMPHLETS 

1. American Physical Therapy Association. Organi- 
zational guide for physical therapy schools, New 
York, The Association, 1950. 19p. 

2. Golson, H. H. C, The rehabilitation of the in- 
jured, London, Cassell, 1947. 556p. Vol, 2: 
Remedial gymnastics. 

2. Dunton, W. R. and Licht, Sidney, eds. Occupa- 
tional therapy, principles and practice, Spring- 
field, Il, Thomas, 1950. 320p. 

t. Rusk, H. A. and Taylor, E. J. New hope for the 
handicaped. New York, Harper, 1949, 231p. 

5. Soden, W. H., ed. Rehabilitation of the handi- 
capped; a survey means and methods, New 
York, Ronald Press, 1949, 399p. 

6. Yearbook of physical medicine and rehabilitation, 
1949, edited by F. H. Krusen, H. A. Rusk and 
others. Chicago, Year Book Publishers, 1950. 
465p. 


~ 


American Physical Therapy Association, Physi- 
ology of the heart and circulation and its clini- 
cal application in physical medicine. Part I of 
a symposium presented at the 27th Annual Con- 
ference of the American Physical Therapy As- 
sociation in Cleveland, Ohio, June 26-30, 1950. 
Physical Therapy Review 30:451-481 Nov. 
1950. 

8. American Physical Therapy Association, Physi- 

ology of the heart and circulation and its clini- 
cal application in physical medicine, Part II 
of a symposium presented at the 27th Annual 
ference of the American Physical Therapy As- 
sociation in Cleveland, Ohio, June 26-30, 1950. 
Physical Therapy Review 30:499-519 Dec. 1950. 
(Both parts available in reprint form from 
American Physical Therapy Association. $1.00) 

9. Bailey, L. A. Physical therapy in the treatment 
of cerebral palsy. Physical Therapy Review 30: 
230-231 June 1950. 

10. Buchanan, J. J. Rehabilitation of the patient 
with chronic poliomyelitis. Journal of the As- 
sociation for Physical and Mental Rehabilita- 
tion 3:8-11 Oct. 1949, 

ll. Daitz, B. D. Physical medicine rehabilitation; 
tuberculous veterans aided by VA to bridge gap 
between hospital bed and job through physical, 
occupational, educational and manual arts 
therapy. Bulletin of the National Tuberculosis 
Association 35:19-20 Feb. 1949. 

12. Davis, J. E. Corrective therapy, an orientation 
as to its functions and meaning. Journal of the 
Association for Physical and Mental Rehabili- 
tation 3:3-6 June 1949, 

13. Dawson, A. R. Physical medicine in the Vet- 
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erans Administration. 
Medicine 29:491-495 Aug. 1948. 

Beaver, G. G. Rehabilitation of the hemiplegic 
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WHO ARE THE 
PHYSICALLY HANDICAPPED? 


The term "physically handicapped" is a relative term. It must be qualified by the ques- 
tion, "Handicapped for what?" It must be considered in relation to a specific job. Less than 
one percent of us are physically able to do all types of work. Most of us are "handicapped" 
for some jobs, so disability becomes a matter of degree. Many thousands of physically han- 
dicapped men and women are successfully supporting themselves and their families through 








useful work. They are proving every day that— 


“It's not what you've lost but what you have left that counts." 


Are Your H tring Practices To Your Best Interests? 
HAVE YOU STOPPED TO CONSIDER THAT— 


Very few jobs in any office, workshop or factory require physical perfection? 
You are faced with manpower shortages that may become more severe? 
Handicapped workers constitute a reservoir of available manpower? 


The millions of disabled workers now employed in industry, business, and government have 


proved their competence in every field of endeavor? 


There is a Vocational Rehabilitation office in your area that can assist you in developing 


your plans? 


Do You Know How Handicapped Workers Compare In: 


PRODUCTION? Impaired workers, as a group, produce at slightly higher rates than 
unimpaired workers on the same jobs. 
SAFETY? Disabling injuries—impaired persons sustain fewer disabling injuries 
than non-impaired persons exposed to the same hazards. 
QUIT RATE? There is no significant difference between the voluntary quit rate of 
impaired workers and other workers. 
ABSENTEEISM? Physically impaired and unimpaired workers have about the same 
ABILITIES absenteeism records. 
AND 


SKILLS? 


interests as the non-handicapped. 


(Taken from “The Rehab Counselor’ of the Vocational Rehabilitation Division, 
Tennessee Department of Education, Nashville, Tenn.) 


The handicapped have the same wide range of skills, abilities and 
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FROM CONVENTION HEADQUARTERS 


Association for Physical and Mental Rehabilitation 


Annual Clinical and Scientific Conference 


7th Annual Convention 


Mayflower Hotel, Washington, D. C. 


Washington is indeed proud to be the host city to 
the 1953 convention of the Association and will have 
a most hearty welcome for every visitor. There isn't 
another city in the United States that the slogan, 
“BRING THE FAMILY TOO!" would fit as appro- 
priately as Washington, our nation's capital. Our meet- 
ing dates were chosen especially so that you and your 
families could combine convention and vacation. 


If you plan to travel by train, plane or bus, Wash- 
ington is serviced by major rail, air and bus lines and 
if you are driving—all good roads lead to Washington. 


Your stay can't help but be pleasurable in the 
luxurious atmosphere of the Mayflower Hotel, con- 
vention headquarters. Completely air-conditioned and 
conveniently located on Connecticut Avenue, just out- 
side of the downtown district, the Mayflower will offer 
every visitor the finest in service and at reasonable 
rates which have been especially arranged for our 
visitors. 


The convention hotel is adjacent to the White 
House and other Government Buildings. Special 
arrangements are being made so that guided tours 
will be available to our delegates and their families. 


For your dining pleasure while in Washington you 
will find that there are ample restaurants which are 
excellent and offer cosmopolitan menus to suit a 
variety of tastes and budgets. Many of the city's more 
noted restaurants provide dancing and entertainment 
after dark. 


Legitimate theaters, movie houses and sports 
arenas offer the best in entertainment the year ‘round. 


The convention program is rapidly taking shape 


July 20 through 24, 1953 


and a tentative listing of the topics and the partici- 
pants will appear in subsequent issues of the Journal 
and the Newsletter. The general pattern of presenta- 
tion—the panel discussion, which was so successful at 
Milwaukee last year, will again be utilized. A different 
plan for conducting the business of the Association 
will be followed this year. The Executive Board will 
meet Saturday and Sunday prior to the opening of 
the convention; the Representative Assembly will meet 
all day Monday, July 20th, and the General Assembly 
meeting will be held on Monday night. The Conven- 
tion Committee and your President feel that this inno- 
vation will be well received. 


Several special events are being planned both in 
the scientific and entertainment vein. The annual ban- 
quet will be held Thursday night, July 23rd at which 
an outstanding physician will speak and the John 
Eisele Davis Award will be presented. 


The commercial exhibits will be located imme- 
diately adjacent to the main assembly room and a 
most representative group of manufacturers of re- 
habilitation equipment will be in attendance. 


This is YOUR convention—your officers and the 
Convention Committee can only make the arrange- 
ments for a meeting of this type but the success of 
the convention depends upon each member of the 
Association making every effort to attend. WE WILL 
BE EXPECTING YOU—REMEMBER—D. C. IN '53. 


Dr. John Eiesle Davis 
Tom Zweirlein 
Convention Chairmen 
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Dealers can gain greater profits with the ARNOLD 


Enables the caiieeniid to drive their own car easily ARNOLD 
and safel 


Arnold Aids the Handicapped—txtra Profits with Arnold Devices 
nee pct 


Arnold 
Hand Controls 


for Automobiles 


<—_____ 


Arnold 


Width Control 


for Wheelchairs 





The ARNOLD WIDTH CONTROL gives you an oppor- 


ly. DEVICES tunity to make EXTRA PROFIT everytime you sell or 


rent a folding wheelchair. 








A simple lever that permits the wheelchair user to 

HAND CONTROL. INC. narrow his chair as necessary while he is in it. Now he 

Getty tevtsiieé by competent mochente by ecley =§— -TERERNUGUEE LE 3-B00P?  Seys ullbect tebe Gnifenss of eobaraumen. 

iw u 

’ Once demonstrated, any patient recognizes its value 

List: $44.95 in package unit 310 E. 34th St. immediately. a te mere Mee wiling to Pay the small 
. led price for this terrific added convenience. 

$69.95 installed in our factory or at dealer's store New York City List: $29.50 (Special leader discount) 
Mechanical Di Switch $4.95 Easily installed by competent mechanic. 
mail order Installed by our factory add $7.50 extra. 














SANIGLASTIC FOAM RUBBER <& 


Plastic Cover Wheel Chair Cushions Grey Sail Cloth Cover 


(Removable) 





4” Thick and buoyant, cured foam rubber, 16 x 16 covered with white Saniglastic 
#123 plastic or grey sail cloth $9.90 ea. 


3” Two pieces 1%” solid foam rubber cemented together. Compact and Comfort plus. 
Same covering and size as above $8.50 ea. 


9” 
. 


Solid for comfort but supports less weight than above. Covering and size the 
same $6.50 ea. 


1%” For light duty. Same size and covering $5.50 ea. 


Prices furnished on request. 
All Prices FOB—So. Milwaukee, Wisconsin 


SANIGLASTIEC ' ING. , 805 Madison, South Milwaukee, Wisconsin 
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Arnold 
Elevating 
Seat for 

Wheelchairs 


Arnold 
Inval-Aid 





Ideal for use in hospitals, nursing homes or private homes. 
Used to aid in walking, getting patient off high bed, AID 
in bathtub or shower. Constructed of lightweight steel 
tubing and stands 32" high. 





Now at last the ARNOLD HYDRAULIC ELEVATING Seat is made of plywood covered with waterproof ma- 
SEAT will enable wheelchair patients to transfer them- terial. Seat can be lowered for sitting or raised for 
selves easily and quickly from one level to another walking. 


such as from a bed, automobile, chair, etc., without 


List: $22.50 (Special dealer discount) 
extra assistance. 


This device eliminates any further lifts or bulk equip- 


ment. It can be installed on any type wheelchair. On ARNOLD DEVICES, INC. 


folding wheelchairs, chair can be folded after unit is 


installed. A Service for the Handicapped 

List: $125.00 installed » 

(Special dealer discount) TELEPHONE LE 2-5989 AT 310 E. 34th ST., N.Y.C. 
peat ee Se cee to Gratien ant LONG ISLAND FACTORY PHONE RAvenswood 9-3398 














APPLICATION FOR ACTIVE MEMBERSHIP 


Association for Physical and Mental Rehabilitation 
(Mail to Stanley H. Wertz, 1433 Railton Road, Memphis, Tennessee) 








Name eS ee eR a 

Address So ee Sen eee ee | eee 6 ee 
Position. eee eee eens eee ee ee | 

Education___ — — ee 





(college) (A major in Physical Education is required) 


Training and Experience in Physical Rehabilitation 
(One year under the direct supervision of a Medical Doctor is s required) | 




















APPLICATION FOR ASSOCIATE MEMBERSHIP | 


Association for Physical and Mental Rehabilitation 
(Mail to Stanley H. Wertz, 1433 Railton Road, Memphis, Tennessee) 


Name 
i eee es 
Field of Interest____ —_— . = | 


ee ae eT ee LT ee eee ee 














Proposed by____ SS —— 
Signature of Applicant 
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—SAFELY 
—EASILY 


with new 
Mechanical 


GAS & BRAKE 


KIT CAN BE 
INSTALLED 
IN 2 HOURS 
Here's the greatest development in handicapped driver 
controls. One lever does both operations—works both 
brake and gas—mates your car absolutely fool-proof. 
The slightest touch of your fingers now operates your 
car! Thirty years’ experience in building automatic clutch 
and brake controls have gone into this new development. 


CALL or WRITE for FREE PAMPHLET 
—be convinced! 


3716 QUEENS BLVD. 
LONG ISLAND CITY 
NEW YORK 
STillwell 4-6417 


fool- proof 
tontro! at 
at times 














Enjoy Living, Through 





The above hand controls can 
be used by quadraplegics, as 
well as paraplegics. This 
photograph shows the vari- 
ous positions of these ‘‘one 
lever'* controls in operation. 
(One lever controls the gas 


and brake . . . controls may 
be mounted either left, or 
right hand.) 


Price $79.00 Post Paid 
(No C.0.D. Please) 


HAND CONTROLS! 


Become independent .. . 
ANY CAR can be equipped 
with handicap hand con- 
trols . . . Controls built 
with your budget in mind. 
MANUFACTURED BY THE 
HANDICAPPED FOR THE 
HANDICAPPED .. . Obtain 
this easy way freedom you 
never thought possible . . 
If you have any question or 
particular problem merely 
writing a short note to the 
manufacturer will bring a 
prompt and courteous an- 
swer, along with an illus- 
trated brochure. 















| (handicap TTT tail ae i 


1543 Cota Avenue * Long Beach, Calif. * Phone 69-512 














It’s a Thrill for them 
to drive again with the 


Hughes Hand Driving Control 


When you buy the Hughes Hand Driving Control you 
not only buy the simplest, most efficient and economical 
hand drivng control manufactured—you also buy one 
that has been thoroughly tested by paraplegics under 
actual driving conditions. No expense has been spared 
to make this the safest hand driving control possible. 
Paraplegics themselves have thoroughly tested the 
Hughes Hand Driving Control with thousands of actual 
driving miles in a single year. 





Write us direct for Prices and Literature 





HUGHES HAND CONTROL AGENCY 
Distributor 
P. O. Box 204 Clinton, lowa 





Typical Installation of Hughes Hand Driving Control 


Check these Features 
V Fits any automatic or semi-automatic transmission. 


V In no way precludes normal operation of car so 
equipped by non-handicapped person. 


V Easily transferred from one car to another by using 
conversion kit. 


VY Only one control handle for gas, brake and dimmer 
switch. 
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Folding 
Adjustable Walker 







Sturdily constructed and easily con- 












trolled, Everest & Jennings Folding 
Wheel Chairs, Walkers, and Com- 


modes inspire complete confidence in 


~~ 
« 
' 
i 
Y 
os, 
“ey 


a 


| 


Hollywood 
Bedside Commode 





the user. Three of many fine Everest 


& Jennings aids for the handicapped. 


See your dealer or send for free booklet on Invalid Aids . 


EVEREST & JENNINGS 


761 No. Highland Ave., Los Angeles 38, Calif. 
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Classified Directory 





Price of Directory Listing for one year—6 issues—$10.00 








STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE PURCHASED 


Bisnorr’s, 1618 Franklin St., Oakland 12, California 

BOWERS AMBULANCE Service, 430 E. Pacific Coast Highway, Long Beach, California 
Deckert Surcicat Co., 409 S. Main St., Santa Ana, California 

Martrnays, 809 S. Hill St., Los Angeles 14, California 

Marte Hit, Inc., 143 Main St., Hartford 3, Connecticut 

THe D. G. Sroucuron Co., 249-255 S. Whitney St., Hartford 5, Conneeticut 

WaTeERBURY MevicaL EQuipMENT Suppcy, 1395-1397 Baldwin St., Waterbury, Connecticut 
YALE Surcicat Co., 1004 Grand Ave., New Haven 11, Connecticut 

Amepic SurcicaL Co., 1661-65 W. Flagler St., Miami 35, Florida ‘i 4533 
Cuicaco Wueet Cuair Co., 1071 W. Ogden Ave., Chicago 12, Illinois - SE 8.1111 
Dess Hosprrat Supewies, Inc., 118 S. Clinton St., Chicago 6, Illinois PR 2-3424 
V. Muetiter & Co., 320 S. Honore St., Chicago 12, Illinois SE 3-2180 
AkRON Surcicat House, Inc., 217-223 N. Pennsylvania St., Indianapolis 4, Indiana A 1506 
Recer’s, 717 N. Main, Hutchinson, Kansas 9375, 
SALINA Sick Room Rents Service, Rentals and Sales, 116 S. 5th St., Salina, Kansas 

Peacock Surcicat Co., Inc., 1235 Texas Ave., Shreveport, Louisiana ‘ Day 3-5276—Night 7-4910 
BetH-MonT SurcicAL SuppLty Co., 4610 East-West Highway, Bethesda 14, Maryland Oliver 4-6633 
fue Corson-Merriam Co., 1623 N. Aisquith St., Baltamore, Maryland ci Mulberry 2847 
MASSACHUSETTS SURGICAL, INC., 224 Maple St., Holyoke, Massachusetts Dial 2-0298 
Mepicat Arts SurcicaL Suppty Co., 20-22-24 Sheldon Ave., S. E., Grand Rapids 2, Michigan 

>» F. ANpeRSON, INc., Surgical and Hospital Equipment, 901 Marquette Ave., Minneapolis 2, Minnesota 

Puysicians & Hosprrats SuppLy Co., Inc., 1400 Harmon Place, Minneapolis 3, Minnesota 

HARRINGTON SurGiCAL SuppLy, 218 N. Main St., Butte, Montana 6542 
Crossy Surcicat Co., 111 N. 18th St., Omaha, Nebraska 

Serer Surcicar Co., Inc., 111 S$. 17th St., Omaha 2, Nebraska es * ATlantic 5825 
AMSTERDAM Broruers, 1060 Broad St., Newark 2, New Jersey 

Arxtuur A. Berrman C. P. Co., 44 William St., Newark 2, New Jersey ’ Market 2-1335 
BeLLevue SurcicaL SuppLy Co., 52-54 Garden St., Passaic, New Jersey 

BURLINGTON SuRrGICAL AppPLIANces, 314 High St., Burlington, New Jersey Burlington 3-0052 
CosMevo Surcicat Suppcy Co., 236 River St., Hackensack, New Jersey ae “aed Diamond 3-5555 
Ev_mima Daruc & Cuemicat Co., 157 Baldwin St., Elmira, New York ‘ ‘fa , 

Dowp Cram Renrat & Saves, 392 Franklin St., Buffalo, New York i Cleveland 
Down CHain Rentat & Saves, 138 South Highland Ave., Pittsburgh 6, Pennsylvania Montrose 1- 
Dowp CHa RENTAL & Sates, 4848 Woodward Ave., Detroit 1, Michigan ; : remple 

Dowp CHa Renal. & SALES, 2245 Biscayne Blvd., Miami 37, Florida 

Dowp CHaim Renta & SAEs, (Canada) Lrp., 589 Yonge St., Toronto 5, Ontario, Canada 
Hoimes, AMBULANCE & OXYGEN Service, 486 Flatbush Ave., Brooklyn 25, New Yor 
MAYFLOWER SurGicat Supery Co., 2515 86th St., Brooklyn, New York 

NASSAU SuRGICAL ApriiaNnce Co., Manufacturers and Fitters of Artilicial Limbs and Braces, 362 Fulton Ave., Hempstead, New York — 2-3460 
NATIONAL HosprraL Suppty Co., Inc., 38 Park Row, New York 7, New Yor Worth 2-4947 
PROFESSIONAL SURGICAL SuPPLY, INc., 74-19 Roosevelt Ave., Jackson Heights 72, New York Havemyer 4-0300 
Jerrrey-Fect Co., 1700 Main St., Buffalo 9, New York : Garfield 1700 
Haroi_p Suprety Corp., 100 5th Ave., New York 11, New York Chelsea 2- 
REHABILITATION EQuirpMENT, INc., 1333 York Ave., New York 21, New York Regent 7-77 
SCULLY-WALTON, 254 69th St., New York 23, New York SU 7- 
SOCIAL SuRGICAL APPLIANCE CENTER, 838 Broadway, New York 3, New York ALgonquin 4-3 
ALEXANDER SuRGICAL SuppLy Co., 373 E. Broad St., Columbus 15, Ohio MA 4860 
Fipetiry Mepicat Suprty Co., Ist & St. Clair Sts., Dayton 2, Ohio MI 7636 
THe CLEVELAND Ortnorepic Co., 5904 Euclid Ave., Cleveland 3, Ohio ; ’ HE 1-8484 
Grant G. Forsyrne, 11 E. 6th St., Tulsa 3, Oklahoma 

SHaw Surcicat Co., 902-912 S. W. Yamhill St., Portland 7, Oregon BR 3456 
BELLEVUE SurcicaL Surety Co., Inc., 126-128 N. 5th St,. Reading, Pennsylvania 

E. A. Warwick Co., Simon Long Bldg., 50-52 S. Main St., Wilkes-Barre, Pennsylvania 2-8064 
Heyvt Puysicians Surpty Co., 419 State St., Erie, Pennsylvania 2.6785 
Tue Craruin Co., 40 Mathewson St., Providence 3, Rhode Island 

Kay Surcicat, Inc., 1144 Madison Ave., Memphis, Tennessee 

Decta Surcicat, Inc., 912 Madison Ave., Memphis, Tennessee 

Sam Fortas House Furnisninc Co., Inc., Main & Poplar, Memphis 3, Tennessee 

SouTHERN SurGICcAL Surety Co., 909 Madison Ave., Memphis, Tennessee 
RicHarps Mrc. Co., 756 Madison Ave., Memphis, Tennessee 
BLACKWELL. Marrress Co., 2610 Texas Ave., Lubbock, Texas 

Powers & ANDERSON, INc., 2-4 South 5th St., Richmond 2, Virginia 
Horne Orrnorepic AppLiance Co., 8 W. Poplar, Walla Walla, Washington 5 
HospiraL. AMBULANCE, OxyYGEN & EQuipMENT Co., INc., 1823 ‘L’ St., N. W., Washington 6, D. C. ME 39 
KLOMAN INSTRUMENT Co., INc., 1822 Eye St., N. W., Washington 6, D. C. 

THe Corson-MerriamM Co., 703 Transportation Bldg., Washington 6, D. C. 

DOERFLINGER’S SURGICAL & OrrHorepic APPLIANCES, 252 W. Fond du Lac Ave., Milwaukee 6, Wisconsin 


p45 4 > 
House or Bipwett, INnc., 604 N. Water St., Milwaukee 2, Wisconsin BR 2-4369 
Roemer Drvuc Co., 606 N. Broadway, Milwaukee 2, Wisconsin MA 8-091] 
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Princess 6644 


2 


00 


National 0011 
HI 2-2525 


STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE RENTED 


Asspey Rents, 600 S. Normandie Ave., Los Angeles 5, California DU—4-5292; PL—2-3131 
CI—3-2101; ST—4-1174; CR—1-2103; SY—6-9293; EX—4-3232 
Assey Rents, 2841 S. El Camino Real, San Mateo, California FI 9775 
Assey Rents, 1827 “J” Street, Sacramento 14, California HU—4-9151 
Asspey Rents, 1761 American Ave., Long Beach,California LB—6-6264 
Appey Rents, 2895 El Cajon Blvd., San Diego, California : Talbot 1-8151 
Aspey Rents, 1314 Post Street, San Francisco, California GR—4-2525 
Assey Rents, 2315 Broadway, Oakland, California HI-4-8181 
Assey Rents, 350 Broadway, Denver, Colorado PE-4-651 
AsBEY Rents, 310 S. Ninth St., Minneapolis 2, Minnesota Lincoln 8931 (Mpls.) Midway 6170 (St. Paul) 
Asspey Rents, 4041 Broadway, Kansas City, Missouri Jefferson 5200 
Acme-Asppey Rents, 3230 Washington Blvd., St. Louis 3, Missouri “Franklin 5700 
Aspey Rents, 1000 E. Burnside, Portland, Oregon Filmore 5001 
Best Rentats, 2025 S. Shepherd Drive, Houston 2, -Texas Keystone 4416 
Assey Rents, 1000 Pike Street, Seattle, Washington Seneca 5040 
Asspey Rents, 2824 W. Fond du Lac Ave., Milwaukee 10, Wisconsin Uptown 3-2000 




















